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Dear  Friends: 

The  Governor's  Conference  on  Mental  Health  was  convened  to  study  the  recom- 
mendations from  the  Report  to  the  President  of  the  President's  Commission 
on  Mental  Health  and  to  relate  them  to  North  Carolina.  Approximately  1800 
people  heard  Mrs.  Rosalynn  Carter  challenge  us  to  become  involved  in  mental 
health.  She  feels  that  "the  programs  which  succeed  are  those  in  which  the 
community  has  taken  a  real  interest." 

Many  of  you  worked  diligently  on  the  task  forces,  developed  background  papers 
for  the  conference,  and  served  as  conveners  and  recorders  for  breakout 

sessions  at  the  conference.  We  owe  you  a  debt  of  gratitude  for  giving  your 

time  and  expertise  to  creating  such  a  successful  conference.  However,  the 

true  success  of  the  Governor's  Conference  on  Mental  Health  will  depend  on 
carrying  out  the  recommendations. 

I  am  setting  up  a  task  force  to  study  and  implement  these  recommendations, 
but  the  task  force  cannot  succeed  alone.  The  real  success  of  the  conference 
depends  on  you--the  citizens  of  North  Carolina.  You,  in  your  local  com- 
munities, in  your  churches  and  in  your  local  agencies  and  organizations  who 
care  enough  to  fight  the  battles  and  win,  must  help.  I  promise  you  that  as 
your  Governor,  I  will  be  your  partner  in  that  great  venture. 

My  warmest  personal  regards. 
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Conference  Background 


Over  eighteen  hundred  people  at- 
tended the  Governor's  Conference 
on  Mental  Health  held  at  the  Civic 
Center  and  Memorial  Auditorium  in 
Raleigh,  North  Carolina,  April  18-20, 
1979.  Convened  by  Governor  James 
B.  Hunt,  Jr.,  the  purpose  of  the  con- 
ference was  to  review  the  recom- 
mendations from  the  Report  to  the 
President  from  the  President's  Com- 
mission on  IVIental  Health  and  to 
make  recommendations  as  to  how 
North  Carolina's  mental  health  needs 
could  best  be  met. 

Participants  included  profession- 
als, service  providers  from  the  state, 
regional,  and  local  levels,  volun- 
teers, and  numerous  citizens  inter- 
ested in  mental  health  from  across 
the  state.  Five  main  sessions  were 
held  to  inform  conference  partici- 
pants about  the  President's  Com- 
mission on  Mental  Health  Report, 
community  services  and  problems  of 


the  underserved  and  the  unserved. 
First  Lady  Rosalynn  Carter,  Honor- 
ary Chairperson  of  the  President's 
Commission  on  Mental  Health,  stim- 
ulated participants  to  really  look 
closely  at  the  community  to  see  what 
can  be  done  to  have  better  care  for 
those  who  are  mentally  ill. 

For  three  and  a  half  months  prior 
to  the  conference,  several  hundred 
North  Carolinians  volunteered  their 
time  and  knowledge  to  work  on  six- 
teen task  forces.  Each  task  force  pro- 
duced a  working  paper  on  a  particu- 
lar area  of  interest  stating  the  issues 
and  developing  tentative  recom- 
mendations which  served  as  a  point 
of  discussion  for  breakout  sessions 
held  during  the  conference.  The  rec- 
ommendations of  these  breakout 
sessions  are  listed  in  full  in  this  docu- 
ment. They  are  to  be  used  as  a  guide 
for  mental  health  planning  and  bud- 
geting. 


Program 


Wednesday,  April  1S.1373 


8:00  a.m. 

Conference  Registration 

Memorial  Auditorium  Lobby 

9:45  a.m.-1 1:45  a.m. 
Opening  Session 

Memorial  Auditorium 

Presiding 

Wymene  S.  Valand,  Legislative  Aide  in  Health  Affairs  to 
Senator  Robert  B.  Morgan. 

Music 

North  Carolina  Chamber  Players 

Invocation 

Charles  W.  Ward,  Pastor,  First  Baptist  Church,  Raleigh,  N.C. 

Governor's  Proclamation 

Ben  W.  Ail<en,  Director,  Division  of  Mental  Health/ 
Mental  Retardation  Services 

Welcome 

Isabella  Cannon,  Mayor,  City  of  Raleigh 

Introduction 

Sarah  Morrow,  M.D.,  M.P.H.,  Secretary,  North  Carolina 
Department  of  Human  Resources 

Address 

James  B.  Hunt,  Jr.,  Governor  of  North  Carolina 

Introduction 
Governor  Hunt 

Address 

Rosalynn  Carter,  Honorary  Chairperson, 

The  President's  Commission  on  Mental  Health. 


12:00  noon-2:00  p.m. 
Luncineon 

The  Civic  Center 

Presiding 

Thomas  Curtis,  M.D.,  Chairman,  Department  of  Psychiatry,  School 
of  Medicine,  University  of  North  Carolina  at  Chapel  Hill 

Invocation 
Carlos  Young 

Remarks 

Robert  B.  Morgan,  United  States  Senator 

Introduction 

Cecil    Merritt,    President,    Mental    Health    Association    in    North 
Carolina,  Inc. 

Address 

Hilda  Robbins,  President,  Mental  Health  Association,  National 


2:00  p.m. -5:00  p.m. 
Breakout  Sessions 

The  Civic  Center 

7:30  p.m. -9:00  p.m. 
Banquet 

The  Civic  Center 

Presiding 

Ralph  Scott,  N.C.  Senate 

Invocation 

Rev.  Charles  Petty,  Ph.D.,  Executive  Director,  Governor's  Office  of 
Citizen  Affairs 

Introduction 

Ludie  White,  Immediate  past-President,  Mental  Health  Association 
in  North  Carolina,  Inc. 

Address 

Percy  Knauth,  Author,  A  Season  in  Hell 


Thursday,  April  19, 1379 


8:00  a.m. 
Registration 

Memorial  Auditorium  Lobby 

8:30  a.m. -10:00  a.m. 
General  Session 

Memorial  Auditorium 

Presiding 

Bruce  Whitaker,  Ph.D.,  President,  Chowan  College,  and  Chairman, 
Commission  for  Mental  Health/Mental  Retardation  Services 

Introduction 
Dr.  Curtis 

Address 

Thomas  Bryant,  M.D.,  Chairman,  The  Public  Committee  on  Mental 
Health 

Introduction 
Dr.  Morrow 

Address 

Robert  Okin,  M.D.,  Commissioner,  Department  of  Mental  Health, 
Boston,  Massachusetts 

Introduction 
Mr.  Aiken 

Remarks 

Herbert  Pardes,  M.D.,  Director,  National  Institute  of  Mental  Health, 
United  States  Department  of  Health,  Education,  and  Welfare 


10:15  a.m. -12:00  noon 
Breakout  Sessions 

The  Civic  Center 

12:00  noon-2:00  p.m. 
Lunch 

2:00  p.m. -5:30  p.m. 
Breakout  Sessions 

The  Civic  Center 


Friday,  April  20, 13^3 


9:00  a.m. -11:30  a.m. 
General  Session 

Memorial  Auditorium 

Presiding 
Mrs.  Valand 

Introduction 

Benjamin  S.  Ruffin,  Special  Assistant  to  Governor  Hunt 

Address 

Lemuel  Clark,  M.D.,  Associate  Director  of  the  National  institute  of 
Mental  Health 

Introduction 

J.  Wilbert  Edgerton,  Ph.D.,  Professor  of  Psychology,  University  of 
North  Carolina  at  Chapel  Hill 

Address 

James  H.  Carter,  M.D.,  Associate  Professor  of  Psychiatry,  Duke 
University  Medical  School 

Introduction 
Jack  R.  McCall,  Ph.D.,  Director  of  Human  Services,  North  Carolina 
Division  of  Prisons 

Summary  of  Breakout  Sessions 

James  L.  Paul,  Ed.D.,  Chairman,  Division  of  Special  Education, 
University  of  North  Carolina  at  Chapel  Hill 

Presentation  of  Summary 

Response  to  Summary 
Governor  Hunt 
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I.  DEINSTITUTIONALIZA- 
TION, REHABILITATION, 
LONG-TERM  CARE 


North  Carolina  hospitals,  in  the 
face  of  increasing  admissions,  have 
greatly  reduced  their  resident  popu- 
lations. It  is  questionable  how  much 
further  reduction  is  possible  or  de- 
sirable. Any  plan  to  reduce  marked- 
ly their  size  or  to  close  hospitals  must 
be  the  result  of  an  orderly  planning 
process.  Community-based  alterna- 
tives must  be  available  first,  and  ap- 
propriated dollars  should  follow  the 
patient.  Reeducation  or  relocation  of 
hospital  employees  for  service  in 
community  settings  or  in  other  jobs 
must  be  undertaken, 

The  lack  of  local  resources  for  de- 
veloping community  support  pro- 
grams is  the  greatest  stumbling  block 
to  effective  deinstitutionalization  in 
North  Carolina.  More  resources  need 
to  be  concentrated  on  community 
programs  with  performance  con- 
tracting and  close  adherence  to  pro- 
gram standards  so  that  effective 
services  are  assured.  Local  pro- 
grams might  in  turn  contract  with  the 
hospitals  for  any  services  that  were 
required  of  them. 

Local  treatment  and  care  will  not 
necessarily  be  cheaper  than  hospi- 
talization. But  family  and  community 
support  will  provide  a  better  quality  of 
life  for  the  mentally  ill  and  will  allow 
them  a  much  better  chance  of  re- 
maining a  productive  part  of  society. 

Because  the  needs  of  the  chronic 
mental  patient  have  not  been  ade- 
quately met,  the  breakout  session 
recommends: 

1.  Using  funding  patterns  and 
legislation  to  develop  a  fundamental 
change  in  the  system  of  delivery  of 
mental  health  care  emphasizing  in- 
creased appropriate  services  with 
community  leadership  in  the  provi- 
sion of  these  services. 

2.  Recognizing  the  diverse  needs 
of  the  chronic  mental  patient  and  the 
diversity  of  services,  coordination  is 
critical.  Careful  consideration  should 
be  given  to  case  management,  co- 
operative planning,  and  communi- 
cation between  hospital  and  com- 
munity progicjms. 


II.      SERVICE  DELIVERY 
Institutional  Care 


The  breakout  session  on  service 
delivery:  institutional  care  estab- 
lished as  priorities  the  following  rec- 
ommendations: 

1.  A  policy  for  inpatient  and  relat- 
ed services  for  clients  with  serious 
mental  and  emotional  disorders 
should  be  implemented  with  parti- 
cular emphasis  on:  (a)  development 
of  explicit  criteria  for  admission,  re- 
ferral elsewhere,  and  discharge  from 
a  range  of  such  services;  (b)  conti- 
nuity of  treatment  and  care  among  all 
services  using  the  case  manage- 
ment technique  with  special  atten- 
tion to  continuity  before,  during,  and 
after  inpatient  services  in  regional 
mental  hospitals;  and  (c)  movement 
of  patients  from  more  sheltered  and 
restricted  settings  to  those  less  shel- 
tered and  restricted  with  full  recog- 
nition that  treatment  in  a  regional 
mental  hospital  is  not  necessarily  a 
more  restricted  setting.  An  annual  re- 
port of  progress  should  be  made. 

2.  The  Division  of  Mental  Health/- 
Mental  Retardation  Services,  the 
Mental  Health  Association,  and  other 
interested  groups  should  strongly  en- 
courage modes  of  financing  through 
third  party  payors,  cost  sharing,  and 
redistribution  of  resources  to  ensure 
equal  access  to  inpatient  and  relat- 
ed services  of  high  quality  for  all  in 
need  of  them.  All  financing  from  third 


party  payors  should  be  used  for  high 
quality  direct  service  to  the  mentally 
and  emotionally  disordered  and  to 
satisfy  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  and  other  ac- 
crediting bodies. 

3.  Regional  mental  hospitals 
should  serve  as  centers  for  training 
and  research  with  university  affilia- 
tion where  possible,  should  provide 
support  and  consultation  to  local  and 
subregional  facilities,  and  should 
continue  actively  to  serve  both  acute 
and  chronic  populations. 

4.  Quantitative  and  qualitative 
staffing  standards  should  be  devel- 
oped to  ensure  proper  levels  of  care 
to  patients.  The  standards  should 
consider  the  changing  populations  of 
the  regional  mental  hospitals. 

5.  The  phasing  down  of  direct 
services  of  regional  mental  hospitals 
must  only  be  done  as  part  of  a  state- 
wide, coordinated  effort  which 
should  explore  full  use  of  all  existing, 
viable  inpatient  and  related  services 
including  private  psychiatric  hospi- 
tals. 

The  session  supports  the  follow- 
ing recommendations  from  the  Presi- 
dent's Commission  on  Mental  Health: 

1.  Biennial  assessments  of  men- 
tal health  needs  by  health  systems 
agencies  should  be  made  with  spe- 
cial attention  to  the  needs  of  child- 
ren, adolescents,  and  the  elderly. 

2.  The  Health  Professions  Edu- 
cation Assistance  Act  should  be 
amended  to  increase  psychiatric 
training  by  requiring  medical  schools 
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to  set  aside  a  certain  proportion  of 
tineir  residency  positions  for  psy- 
chiatry and  to  permit  the  National 
Health  Service  Corps  medical  stu- 
dents to  defer  service  until  com- 
pletion of  psychiatric  residency 
training. 

3.  National  Institute  of  Mental 
Health  initiatives  should  be  made  to 
improve  our  understanding  and  use 
of  services  and  personnel. 

4.  There  should  be  national,  state, 
and  local  representation  of  mental 
health  interests  on  government  plan- 
ning and  coordinating  bodies  by 
identifying  two  places  on  the  Nation- 
al Health  Planning  Council,  guaran- 
teeing 25  percent  representation  on 
the  boards  of  health  systems  agen- 
cies and  on  the  State  Health  Coordi- 
nating Council,  and  requiring  the 
state's  mental  health  advisory  boards 
to  review  and  comment  upon  the 
mental  health  component  of  the  State 
Health  Plan.  These  comments 
should  be  submitted  to  the  State 
Health  Coordinating  Council. 

5.  The  Division  of  Mental  Health/- 
Mental  Retardation  Services  in  con- 
sultation with  local  programs  should 
develop  a  state  plan  for  phasing 
down  and  redesigning  regional  psy- 
chiatric hospitals  to  fulfill  a  commu- 
nity support  role,  for  upgrading  serv- 
ice quality  in  these  smaller  hospitals, 
and  for  allocating  increased  resour- 
ces to  develop  comprehensive  inte- 
grated systems  of  care  which  in- 
clude community-based  services 
and  the  smaller  regional  hospitals. 

6.  The  State  Health  Plan  should 
describe  how  it  will  meet  the  goals  of 
the  national  plan. 

7.  Funds  to  $50  million  for  each  of 
the  next  five  years  should  be  provid- 
ed to  the  Department  of  Health,  Edu- 
cation, and  Welfare  to  develop  a 
model  performance  contract  setting 
national  goals  for  phasing  down  state 
hospitals,  upgrading  the  quality  of 
care  in  those  that  remain,  and  im- 
proving aftercare  services. 

8.  A  designated  state  agency 
should  assume  reponsibility  for  as- 
sisting the  chronically  mentally  ill  in 
each  geographic  service  area  within 
the  state.  The  agency  should  em- 
ploy trained  case  managers  and  de- 
velop linkages  with  community  sup- 
port systems. 

9.  Certificates  of  need  should  be 
issued  and  endorsed  by  the  health 
systems  agencies  for  the  allocation  of 
a  limited  number  of  psychiatric  beds 


in  communities  prior  to  the  reduc- 
tion of  state  hospital  beds. 

10.  Guidelines  for  national  and 
private  health  insurance  programs 
should  include  an  expanded  array  of 
emergency,  outpatient,  and  inpa- 
tient benefits  including  partial  hospi- 
talization and  a  24-hour  residential 
treatment  for  children  and  adoles- 
cents sufficient  to  permit  treatment  of 
mental  disorders  in  the  most  appro- 
priate and  least  restrictive  setting. 

Reimbursement  should  be  pro- 
vided for  mental  health  services  in- 
volving the  direct  care  of  the  patient 
and  for  care  rendered  to  others 
where  it  is  integral  to  the  patient's 
treatment.  In  the  case  of  care  pro- 
vided in  organized  systems  of  care, 
reimbursement  should  be  made  to 
the  system  rather  than  to  the  practi- 
tioner providing  the  care.  All  cov- 
ered services  must  be  rendered  by  or 
be  under  the  direct  clinical  supervi- 
sion of  a  physician,  psychologist,  so- 
cial worker,  or  nurse  with  an  earned 
doctorate  or  master's  degree  and 
with  appropriate  clinical  compe- 
tence as  established  by  state  licen- 
sure or  certification  by  a  national 
body. 

Direct  reimbursement  should  be 
made  to  independent  qualified  men- 
tal health  practitioners  as  defined  by 
national  health  insurance  legislation. 
This  issue  should  be  reexamined  un- 
der existing  legislation.  Adequate 
provision   for  controlling   costs  and 


peer  review  should  exist.  There 
should  be  minimal  patient-borne 
sharing  for  emergency  care.  In  all 
other  instances,  patient-borne  cost 
sharing  through  copayments  and  de- 
ductibles for  evaluation,  diagnosis, 
and  short-term  therapy  should  be  no 
greater  than  that  for  a  comparable 
course  of  physical  illness. 

The  consumer  should  have  a 
choice  of  provider  and  provider  sys- 
tems, and  procedures  should  be  de- 
veloped to  ensure  that  individuals 
have  the  necessary  knowledge  and 
information  to  make  an  effective 
choice. 

11.  Current  Medicare  legislation 
should  be  amended  so  that:  (a)  com- 
munity mental  health  centers  and 
other  organized  systems  of  commu- 
nity mental  health  care  be  given  pro- 
vider status;  (b)  the  allowable  reim- 
bursement for  the  outpatient  treat- 
ment of  mental  conditions  be  in- 
creased to  at  least  $750  in  any  cal- 
endar year;  (c)  the  beneficiary  coin- 
surance be  reduced  from  50  per- 
cent to  20  percent  to  conform  to 
Medicare  coinsurance  requirements 
for  physical  illness;  (d)  coverage  for 
inpatient  care  of  psychiatric  disord- 
ers in  acute  care  settings  be  extend- 
ed so  it  is  equivalent  to  that  provided 
for  physical  illness;  and  (e)  two  days 
of  partial  hospitalization  be  allowed 
for  each  day  of  inpatient  care. 

12.  Medicaid  policy  should  as- 
sure that:  (a)  states  have  effective 
systems  to  prevent  discrimination  on 
the  basis  of  diagnosis;  (b)  mental 
health  services  be  made  available 
within  Medicaid  child  health  pro- 
grams; (c)  state  Medicaid  plans  of- 
fer a  reasonable  amount  of  ambula- 
tory mental  health  services;  and  (d) 
state  Medicaid  reimbursement  poli- 
cies not  limit  the  availability  of  men- 
tal health  services. 

13.  Federal  Medicaid  legislation 
should  be  amended  to:  (a)  establish 
national  minimum  eligibility  stand- 
ards based  on  income  and  assets, 
(b)  establish  national  minimum  men- 
tal health  benefits  to  be  included  in 
every  Medicaid  state  plan,  and  (c)  re- 
move provisions  that  allow  for  any 
discrimination  in  the  allocation  of 
services  on  the  basis  of  age. 

14.  The  Department  of  Health, 
Education,  and  Welfare  should  com- 
bine into  a  single  survey  the  inspec- 
tions required  of  an  institution  for  re- 
ceipt of  Medicare,  Medicaid,  cate- 
gorical health  and  mental  health 
grants. 
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15.  States  should  require  that  pri- 
vate health  insurers  offer  outpatient 
mental  health  benefits  with  low  or  no 
copayment  for  initial  visits  and  ex- 
tended coverage  to  family  members 
whose  treatment  is  vital  to  the  care  of 
the  individual  receiving  benefits  un- 
der the  plan. 

16.  Federal  legislation  should  en- 
courage employers  to  include  men- 
tal health  coverage  for  emergency, 
outpatient,  partial  hospitalization,  and 
inpatient  services  in  the  health  insur- 
ance plans  offered  their  employees. 

17.  A  Department  of  Health,  Edu- 
cation, and  Welfare  sponsored  study 
of  mental  health  costs  should  focus 
on  those  states  which  have  enacted 
some  form  of  mandatory  mental 
health  benefits  for  private  health  in- 
surance plans. 

18.  There  should  be  mandatory 
adherence  to  certain  basic  princi- 
ples of  confidentiality  by  federally 
sponsored  providers  of  mental  health 
care  and  encouragement  of  the  same 
practices  by  other  facilities. 

19.  Priority  should  be  given  to  re- 
building our  mental  health  research 
capacity  over  the  next  ten  years,  par- 
ticularly in  the  areas  of  alcoholism 
and  drug  abuse. 

20.  A  new  class  of  Intermediate 
Care  Facilities-Mental  Health  (ICF- 
MH)  within  the  Medicaid  program 
should  be  linked  with  local  organ- 
ized systems  of  mental  health  care. 

21.  A  feasibility  study  should  be 
conducted  by  the  Department  of 
Health,  Education,  and  Welfare  for 
the  purpose  of  creating  a  new  feder- 
ally financed  system  to  meet  the 
costs  of  chronic  mental  disability. 

22.  The  Department  of  Health, 
Education,  and  Welfare  should  pro- 
pose federal  legislation  to  facilitate 
cross  catchment  area  planning  and 
delivery  of  high  cost  and/or  special- 
ized services. 

23.  Priority  in  the  Community 
Support  Services  grant  program 
should  be  given  to  unserved  and  un- 
derserved  areas,  services  for  child- 
ren, adolescents,  the  elderly,  and  the 
chronically  mentally  ill,  and  special- 
ized services  for  racial  and  ethnic 
minority  populations. 

24.  The  Department  of  Housing 
and  Urban  Development  should  de- 
velop regulations  making  rental  as- 
sistance available  to  persons  living  in 
group  homes. 

25.  The  basic  Supplemental  Se- 
curity Income  benefit  should  be  in- 
creased to  meet  the  needs  of  those 
persons  who  require  specialized  re- 


sidential programs  in  the  commu- 
nity, and  there  should  be  no  reduc- 
tion in  benefits  if  a  person  lives  in 
another  person's  household. 

26.  The  budget  ceiling  for  Title  XX 
of  the  Social  Security  Act  should  be 
raised  for  the  purpose  of  allocating 
funds  so  people  inappropriately 
placed  in  medical  facilities  can  be 
transferred  to  community  residences. 

27.  The  National  Institute  of  Men- 
tal Health  should  award  10  percent  in 
excess  of  their  grants  to  a  selected 
number  of  programs  for  the  purpose 
of  developing  and  assessing  tech- 
niques to  evaluate  mental  health 
service  delivery. 

28.  Regional  mental  hospitals 
should  serve  as  centers  for  training 
and  applied  clinical  research,  should 


admit  only  patients  with  major  men- 
tal and  emotional  disorders,  and 
should  develop  specialized  services 
to  meet  needs  of  patients  which  can- 
not be  met  in  local  areas. 

29.  Mental  health  programs  in 
local  areas  should  serve  as  primary 
portals  of  entry  and  exit  for  patients 
served  by  the  mental  health  system 
including  patients  served  in  regional 
institutions. 

30.  The  state  should  pass  legis- 
lation directing  the  Insurance  Com- 
mission to  assure  that  day  hospital 
coverage  be  offered  as  an  option  on 
group  policies. 

31.  The  state  should  provide  spe- 
cial, short-term  grants  to  finance 
stort-up  costs  for  group  homes  and 
half-way  houses  for  the  mentally  ill 


where  such  settings  would  be  ap- 
propriate. 

32.  The  state  should  use  a  signifi- 
cant proportion  of  the  new  tax  on  al- 
cohol in  local  option  counties/cities  to 
support  local  alcoholism  treatment 
services. 


Community  Services 

Service  Delivery:  Community  Ser- 
vices recommends  strong  support  for 
implementing  flexible  and  respon- 
sive community  services,  which  more 
effectively  integrate  public  and  pri- 
vate delivery  systems.  The  breakout 
session's  specific  recommendations 
are  as  follows: 

1.  The  state  should  reaffirm  its 
basic  commitment  to  the  develop- 
ment of  a  strong  community-based 
mental  health  system  in  North  Caro- 
lina by  reviewing  state  rules,  regula- 
tions, and  practices  including  those 
of  the  Office  of  State  Personnel,  and 
modifying  them  where  necessary  to 
facilitate  and  support  local  decision 
making.  This  recommendation 
should  become  the  basic  policy  for 
all  other  recommendations  and  state 
decisions  related  to  the  development 
of  mental  health  services. 

2.  The  state  should  fund  local 
mental  health  programs  in  a  manner 
which  enhances  the  community  pro- 
grams' ability  to  meet  local  needs; 
i.e.,  funds  should  be  distributed  in  the 
form  of  general  area  match  money  as 
well  as  categorical  money,  allowing 
more  administrative  flexibility  and  al- 
lowing for  the  cost  of  administering 
such  categorical  funds. 

a.  The  state  should  commit  itself  to  a 
reduction  of  expenditures  for  state 
institutional  care  with  the  resulting 
savings  being  passed  on  to  com- 
munities to  increase  the  provision 
of  service  at  the  community  level. 

b.  The  state  should  make  the  follow- 
ing changes  within  its  authority  to 
maximize  the  reimbursement  po- 
tential for  community  mental 
health  programs  and  other  men- 
tal health  providers: 

•  Reimburse  the  state's  share  of 
Medicaid  in  those  services  for 
which  only  the  federal  share  is 
curently  being  received. 

•  Require  by  law  that  private 
health  insurance  companies  sell- 
ing policies  in  North  Carolina  in- 
clude mental  health  benefits 
which  may  be  payable  to  non- 
profit organizations  and  state 
agencies  providing  mental  health 
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care  including  mental  health  cen- 
ters. 

•  Use  the  influence  of  the  Gover- 
nor's Office  to  bring  about 
changes  in  federal  laws  and  fed- 
eral policies  which  would  maxi- 
nnize  the  reimbursement  potential 
for  community  mental  health  serv- 
ices. 

•  Seek  to  minimize  the  size  of  the 
state's  mental  health  and  mental 
retardation  administrative  staff 
and  redistribute  the  cost  savings 
to  community  mental  health  pro- 
grams. 

•  Develop  a  policy  that  the  funds 
available  through  the  mental 
health  program  be  used  to  facil- 
itate a  patient's  participation  in 
community  support  programs, 
emergency  service,  home  care, 
and  other  parts  of  the  community 
health  program  so  that  the  patient 
may  receive  maximum  benefits 
for  the  care  he  needs. 

3.  The  state  plan  should  reflect  a 
comprehensive  community-based 
services  program  including: 

a.  The  examination  by  community 
mental  health  service  programs  of 
their  own  program  plans  in  terms 
of  their  complementing  or  sup- 
plementing local  natural  helping 
networks  with  particular  attention 
to  the  needs  of  families  and  to  the 
social  and  cultural  factors  of  the 
communities  they  serve; 

b.  The  involvement  of  community 
people  in  this  process  of  needs 
assessment  and  ongoing  pro- 
gram evaluation; 

c.  The  development  of  inservice 
training  in  community  mental 
health  service  programs  con- 
cerning indigenous  community 
support  systems; 

d.  The  participation  in  these  pro- 
grams of  caregivers  from  the  sup- 
port systems  so  that  mental  health 
professionals  and  community 
caregivers  can  learn  from  each 
other;  and 

e.  The  use  of  volunteers  in  mental 
health  services  whenever  possi- 
ble. 

4.  The  potential  for  contracting 
between  the  public  and  private  sec- 
tors should  be  explored  as  a  means 
of  providing  necessary  services;  e.g., 
the  state  should  seek  to  provide  psy- 
chiatric inpatient  care  whenever  pos- 
sible within  community  general  hos- 
pitals. 

5.  The  state  should  revise  its  plan- 
ning  process  for   mental   health  to 


comply  with  the  recommendations 
from  the  President's  Commission  on 
Mental  Health  to  include  mental 
health  in  the  health  systems  agen- 
cies plans  and  the  State  Health  Plan. 
This  inclusion  should  take  into  ac- 
count the  role  of  community  support 
systems  without  sacrificing  the  qual- 
ity of  care,  the  need  for  professional 
services,  or  the  understanding  that 
health  systems  agencies  will  not  dic- 
tate treatment  modalities. 


I.  PRIMARY  PREVENTION 


The  following  recommendations 
are  presented  for  the  area  of  primary 
prevention.  Primary  prevention  is  de- 
fined here  as  those  activities  which 
enable  populations  (communities 
and  individuals)  to  maintain  and  sup- 
port wellness  through  self-responsi- 
bility and  mutual  assistance. 

1.  An  office  of  prevention  should 
be  established  immediately  within  the 
Governor's  Office.  The  administra- 
tive responsibilities  of  this  office 
would  include  but  not  be  limited  to: 
(a)  the  coordination  and  collection  of 
information  and  data;  (b)  examining 
and  making  recommendations  about 
redeployment  and  redistribution  of 
personnel  and  funds  for  program  im- 


plementation; (c)  resource  identifi- 
cation, linkage  and  coordination 
among  private  and  public  sources; 
(d)  fostering  the  concept  of  primary 
prevention;  (e)  heightening  public 
awareness  of  effective  primary  pre- 
vention programs;  and  (f)  review  of 
cost  effectiveness  and  accountabil- 
ity. This  office  should  actively  seek 
designation  of  a  staff  person  in  other 
departments  and  divisions  of  state 
government,  in  business,  industrial, 
professional,  and  citizens'  organiza- 
tions as  responsible  for  primary  pre- 
vention in  that  unit  (e.g.,  the  director 
of  the  Office  of  Primary  Prevention  in 
the  Division  of  Mental  Health/Mental 
Retardation  Services  would  be  one 
such  person). 

2.  Primary  prevention  programs 
should  be  implemented,  such  as 
screening  programs  for  infants  and 
preschoolers,  educational  programs 
teaching  young  children  coping  and 
problem-solving  skills,  and  older  stu- 
dents parenting  skills.  Special  atten- 
tion should  be  paid  to  the  role  of  the 
public  schools  in  the  delivery  of  pri- 
mary prevention  programs. 

3.  Implementation  at  the  state  and 
local  levels  of  primary  prevention 
programs  should  include  a  focus  on 
the  family  and  community  in  which 
high  risk  events  occur.  Families, 
communities,  professionals,  and  em- 
ployers should  share  the  responsi- 
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bility  for  implementation. 

4.  A  research/technical  assist- 
ance center  should  be  established. 
This  center  would  have  a  twofold 
mission.  It  would  be  expected  to  ad- 
vance the  current  state  of  knowl- 
edge on  primary  prevention.  It  would 
also  provide  technical  assistance  to 
communities  throughout  the  state  to 
help  them  rank  their  needs  and  to 
provide  training  for  professionals  and 
paraprofessionals. 

5.  The  following  primary  preven- 
tion legislation  currently  before  the 
General  Assembly  should  be 
passed: 

•  House  Bill  882:  Rural  Mental 
Health  Appropriation,  "An  Act  to  As- 
sist the  Program  for  Prevention  of 
Mental  Disability  and  Promotion  of 
Mental  Health  in  Rural  Areas."  (Edi- 
tor's Note:  HB882  was  reported  un- 
favorably by  the  Committee  on  Ap- 
propriations.) 

•  House  Bill  372:  Funds  for  New- 
born Screening,  "An  Act  to  Provide 
for  Newborn  Screening  for  Congen- 
ital Hypothyroidism."  (Editor's  Note: 
HB372  was  ratified  by  the  1 979  Gen- 
eral Assembly.) 

•  House  Bill  466:  Genetic  Coun- 
seling Funds,  "An  Act  to  Provide  Ad- 
ditional Funding  for  the  Genetic 
Health  Care  Program."  (Editor's 
Note:  HB466  was  deferred  until 
1980.) 

•  Senate  Bill  196:  School  Break- 
fast Program,  "An  Act  to  Require 
Each  County  and  City  Board  of  Edu- 
cation to  Establish  a  School  Break- 
fast Program  in  Certain  Schools." 
(Editor's  Note:  SB196  was  reported 
unfavorably.) 

G.S.  143B-137,  establishing  a  goal 
of  prevention  for  the  Department  of 
Human  Resources,  should  be  im- 
plemented with  regulations  deve- 
loped by  the  Department  of  Human 
Resources  and  legislative  expan- 
sion of  the  statute  to  include  agen- 
cies outside  of  the  Department  of  Hu- 
man Resources. 
(See  also  V.  Adolescents,  5.) 


IV.  OLDER  ADULTS 


An  estimated  100,000  older  adults 
in  North  Carolina  have  mental  health 
needs.  Estimates  are  that  less  than 
half  of  these  mentally  impaired  older 
adults  are  currently  being  served  by 
any  program  and  that  an  even  small- 
er proportion  are  being  served  ade- 


quately. Consequently,  there  is  a 
need  for  appropriate  services.  The 
state's  mental  health  system  has  con- 
centrated on  inpatient  beds  in  hos- 
pitals and  nursing  homes  rather  than 
community-based  services.  The 
state's  policy  of  deinstitutionalization 
from  hospitals  has  tended  to  result  in 
reinstitutionalization  of  older  adults  in 
nursing  homes. 

The  session  endorses  in  principle 
the  seven  recommendations  of  the 
President's  Commission  on  Mental 
Health.  The  tendency  for  mental 
health  problems  to  increase  with  age 
and  the  increase  in  both  number  and 
proportion  of  older  people  in  our 
population  give  special  relevance  to 
the  problem  of  mental  health  and  ag- 
ing. While  each  recommendation  in 
the  report  of  the  Presidential  Com- 
mission addresses  an  issue  which 
should  be  considered  by  Congress, 
each  issue  has  a  counterpart  which 
warrants  consideration  by  the  legis- 
lature of  North  Carolina.  Our  inade- 
quate response  to  demonstrated 
mental  health  needs  of  older  adults 
should  and  can  be  corrected. 

Therefore,  the  breakout  session  on 
older  adults  recommends  the  fol- 
lowing: 

1.  While  state  and  federal  re- 
sponses may  provide  funding,  tech- 
nical assistance,  and  other  incen- 
tives for  mental  health  care,  imple- 
mentation of  direct  services  to  older 
adults    occurs    at    the    local    level. 


Therefore,  local  coordinating  coun- 
cils responsible  for  mental  health 
care  of  older  adults  should  have  a 
state  legislative  charge  accom- 
panied by  appropriate  funding  to  in- 
sure that  mental  health  services  are 
integrated  in  current  and  planned  lo- 
cal public  and  private  aging  pro- 
grams. 

2.  The  Department  of  Human  Re- 
sources should  implement  and  the 
legislature  should  fund  two  propos- 
als made  by  the  North  Carolina  Men- 
tal Health  Study  Commission  in 
February,  1974: 

a.  A  number  of  model  community- 
based  mental  health  programs 
should  be  created  illustrating  the 
implementation  of  the  best  cur- 
rent procedures  for  mental  health 
evaluation,  case  management, 
and  coordination  of  services. 
They  should  be  geographically 
distributed  across  the  state  and 
should  serve  as  inservice  training 
sites  for  mental  health  personnel 
serving  older  adults. 

b.  Establishment  of  a  mental  health 
information  system  which  is  ade- 
quate for  program  planning  and 
evaluation  of  services  to  older 
adults. 

3.  Human  services  to  older  adults 
should  be  expanded  in  North  Caro- 
lina and  mental  health  care  should 
become  an  integral  part  of  all  com- 
ponents. 
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4.  The  North  Carolina  General 
Assembly  should  clearly  identify 
those  rules  and  regulations  which 
prevent  adequate  funding  and  reim- 
bursement of  community-based 
mental  health  services  and  methods 
of  correcting  them. 

5.  A  statewide  plan  should  be  de- 
veloped for  systematic  mental  health 
education,  including  geriatric  train- 
ing, career  training,  and  continuing 
education  for  personnel  at  all  levels, 
public  and  private,  providing  health 
and  social  support  services  to  older 
adults. 

The  following  concerns  were 
voiced  by  individuals  in  the  breakout 
session  on  older  adults:  (a)  a  need 
for  preretirement  education  and 
counseling;  (b)  a  need  for  transpor- 
tation to  increase  access  to  services; 
(c)  a  need  to  provide  mental  health 
services  in  the  home;  (d)  a  need  to 
tap  the  volunteer  sector  effectively,  to 
increase  training,  inducements  for  in- 
volvement and  financial  supports; 
and  (e)  a  need  to  eliminate  negative 
sterotypes  of  aging. 


V.   CHILDREN,  ADOLES- 
CENTS, and  FAMILY 

Children 


The  breakout  session  on  children 
made  thirteen  recommendations 
which  emphasize  the  need  for  par- 
ental and  family  support  and  recog- 
nize that  parenting  is  the  most  impor- 
tant job  in  society. 

1.  Planning  of  public  and  private 
children's  services  should  be  coor- 
dinated to  insure  appropriate,  com- 
plete, and  continuous  services  for  all 
children.  Coordination  should  take 
place  within  and  among  all  agencies 
at  both  the  state  and  local  levels  and 
should  include  procedures  for  eval- 
uation and  feedback. 

2.  Funding  procedures  should  be 
developed  that  will  insure  adequate 
funding  of  needed  and  appropriate 
services.  Full  funding  should  be 
made  available  for  the  implementa- 
tion of  Public  Law  94-142  and  G.S. 
115-363-367,  Special  Education  for 
Handicapped  Children,  with  built-in 
assurances  for  preventing  local  du- 
plication of  services. 

3.  An  accountable  comprehen- 
sive service  delivery  system  relevant 
to  all  age  groups  at  both  the  local  and 
regional  levels  should  be  developed. 


This  system  should  include: 

•  diagnostic  and  treatment  serv- 
ices. Early  identification  and  early  in- 
tervention programs  should  be  avail- 
able to  families.  Following  identifica- 
tion of  children's  needs,  compre- 
hensive treatment  services  then 
should  be  readily  accessible. 

•  an  interdisciplinary  approach  to 
assessing  individual  needs  and  pro- 
viding appropriate  treatment  of  those 
needs. 


•  a  continuum  of  care  for  children 
on  the  local  level  including  day  care, 
preschool,  public  school,  alternative 
placement  services,  treatment  serv- 
ices, health  services,  etc. 

•  liaison  services  and  deinstitu- 
tionalization planning  between  re- 
gional centers  and  community  serv- 
ices. 

•  inpatient  care  capacity  at  the  lo- 
cal level  with  provisions  for  emer- 
gency treatment  and  respite  serv- 
ices. 

•  inpatient  treatment  services  and 
research  components  related  to  life- 
long handicapping  conditions. 

•  a  support  system  for  dealing  with 
stress  factors  placed  on  children  in 
schools  and  in  families  (grading, 
labeling,  leveling/divorce,  remar- 
riage, death)  and  assistance  to  child- 
ren in  handling  these  stress  factors. 
The  system  could  include  psycholo- 
gical services  for  all  children,  includ- 
ing one-to-one  counseling  in 
schools,  identification  of  policies  that 


result  in  stress  factors  as  well  as  edu- 
cational and  support  groups  avail- 
able to  children,  families,  and  par- 
ents. 

•  education  and  training  opportu- 
nities for  personnel  providing  serv- 
ices. 

4.  The  level  of  awareness  of  fami- 
lies in  parenting  skills  should  be 
raised  by  establishing: 

a.  Parent  education  groups  and  sup- 
port systems  for  parents  and  fam- 
ilies. 

b.  A  holistic  approach  to  prenatal 
care  involving  parents,  family 
members,  physicians,  and  other 
medical  care  personnel. 

5.  Funds  and  programs  including 
continuing  education  should  be  pro- 
vided for  the  training  and  supervis- 
ory support  of  all  service  providers  in- 
volved in  education  and  care  of  child- 
ren with  special  needs. 

6.  Preschool  programs  for 
children  with  special  needs  should  be 
identified,  maintained,  developed, 
and  expanded. 

7.  Permanency  planning  should 
be  provided  for  children  to  provide 
them  with  continuity  and  perman- 
ency of  family  and  consistency  of 
parenting. 

8.  The  quality  of  child  care  in 
North  Carolina  should  be  improved 
by  subsidizing  day  care  on  a  sliding 
scale,  strengthening  and  upgrading 
licensing  standards,  establishing  a 
tax  incentive  for  families  with  young 
children,  involving  day  care  staff  in 
the  development  of  program  and  li- 
censing standards,  recognizing  the 
need  and  importance  of  child  care  in 
extended  family  care  situations,  pro- 
tecting the  values  of  the  family  by  pre- 
serving the  family  regardless  of  its 
type  (natural,  foster,  etc.,)  and  es- 
tablishing standards  for  family  day 
care. 

9.  The  different  parenting  (role) 
models  for  children  and  their  differ- 
ent value  systems  (school,  home,  day 
care,  television)  should  be  recog- 
nized along  with  the  fact  that  parents 
must  be  the  most  positive  influence 
on  their  children,  must  advocate  for 
and  guide  their  children,  should  sup- 
port alternative  child  rearing  envir- 
onments, should  communicate  with 
other  role  models,  and  should  ac- 
tively select  appropriate  programs 
and  activities  for  their  children. 

10.  A  coordinating  service  deliv- 
ery agency  for  children  should  be  de- 
veloped at  both  the  state  and  local 
levels  to  provide  a  single  office  having 
information  on  resources  and  all  is- 


15 


sues  relating  to  children. 

11.  Appropriate  care  should  be 
provided  for  all  children  by  improv- 
ing program  standards,  licensing  all 
child  care  facilities,  and  advocating 
the  rights  of  every  child  according  to 
his/her  needs  and  best  interests. 

12.  Guidelines  should  be  deve- 
loped for  recipients  of  Aid  to  Fam- 
ilies with  Dependent  Children  to  en- 
courage and  monitor  appropriate  use 
of  funds. 

13.  Support  services  should  be 
provided  to  couples  on  building  and 
maintaining  dyadic  relationships. 
Support  should  be  given  in  the  areas 
of  role  definition  and  expectations  of 
each  partner. 


Adolescents 

1.  The  President's  Commission 
called  for  increasing  the  number  and 
variety  of  services  for  adolescents.  To 
accomplish  this  by  1989,  the  follow- 
ing should  be  done: 

Develop  a  network  of  mental  health 
services  in  the  schools,  juvenile 
courts,  neighborhood  centers,  oc- 
cupational training  facilities,  em- 
ployment offices,  and  comprehen- 
sive mental  health  centers  which 
would  range  from  counseling  to  di- 
rect psychiatric,  diagnostic,  and 
therapeutic  services.  This  network 
should  establish  a  coordinating 
mechanism  for  the  diversity  of  serv- 
ices offered  and  planned  for  child- 
ren. Increase  funding  for  adolescent 
services  by  10  percent  per  year  until 


funding  for  adolescent  services  par- 
allels the  percentage  of  the  popula- 
tion in  need.  Increase  the  number  of 
skilled  professionals  and  parapro- 
fessionals  through  quality  training 
and  education.  (See  recommenda- 
tion 3.) 

2.  The  President's  Commission 
on  Mental  Health  recommended  in- 
creased specialized  residential  and 
hospital  facilities  for  adolescents  in 
distress.  By  July,  1979,  the  North 
Carolina  Department  of  Human  Re- 
source's request  for  funding  for  in- 
creased adolescent  services  should 
be  reinstated.  Until  1989  North  Caro- 
lina should  purchase  appropriate 
services  from  other  providers.  By 
1989  a  system  of  alternate  care  for 
adolescents  should  be  established 
which  would  include  foster  care  for 
normal  and  emotionally  disturbed 
adolescents,  special  day  programs 
(school,  recreational,  day  and  even- 
ing hospital),  group  homes,  thera- 
peutic wilderness  camping  pro- 
grams, local  inpatient  services,  and 
short  and  long-term  residential  and 
inpatient  treatment  services. 

Where  adolescents  are  on  waiting 
lists  for  residential  long-term  treat- 
ment programs,  emergency  beds  in 
short-term  group  homes  might  be 
utilized.  This  spectrum  of  services 
should  insure  that  no  adolescent 
would  be  removed  from  North  Caro- 
lina in  order  to  receive  treatment.  The 
legislature  should  appropriate  four 
million  dollars  per  year  for  the  devel- 
opment of  minimum  services  for 
adolescents.  This  represents  an  ex- 
pense of  only  $4.00  per  adolescent 
in  the  first  year  and  $40.00  per  ado- 
lescent in  the  tenth  year. 

3.  The  President's  Commission 
recommended  that  the  quality  of 
service  to  adolescents  be  improved 
by  increasing  the  skilled  manpower 
to  serve  adolescents.  This  should  be 
done  as  follows: 

a.  By  1981,  support  a  policy  of  pro- 
viding financial  and  administra- 
tive support  for  continuing  edu- 
cation to  professionals  and  staff 
who  work  with  adolescents;  pro- 
vide funds  to  state  and  county 
mental  health  facilities  to  train  cit- 
izens of  local  communities  who 
have  contact  with  adolescents 
such  as  parents,  teachers,  coun- 
selors, social  workers,  librarians, 
etc.;  and  provide  funds  to  county 
mental  health  clinics  for  preven- 
tive training  programs  for  adoles- 
cents in  the  area  of  substance 
abuse,  human  sexuality,  and  gen- 


eral mental  health  adjustment, 
b.   By   1989,  provide  funds  to  train 
new  professionals  in  the  fields  of 
psychiatry,    clinical    psychology, 
social    work,    nursing,    occupa- 
tional therapy,  and  education  at 
state  and  local  levels  as  well  as 
training  for  child  care  workers  in 
day  care  and  residential  living  sit- 
uations. Institutional  training  pro- 
grams should  be  coordinated  with 
those    of    service    delivery    sys- 
tems.   Degree    requirements    for 
some  categories  of  training  (e.g., 
arts,    vocational    rehabilitation) 
could  possibly  be  waived  to  ex- 
pand manpower  sources. 
4.  The    President's    Commission 
recommended  increased  basic  and 
applied  research  in  adolescent  de- 
velopment including   psychological, 
biological,   and  social  investigation. 
Since  there  is  a  spiraling  suicide  rate 
and   an   increase  in  teenage   preg- 
nancies and  juvenile  crime,  the  state 
should  act  as  follows: 

a.  By  July,  1981,  approximately  10 
percent  of  the  total  funding  from 
children  and  adolescents'  por- 
tion of  the  mental  health  budget 
should  be  set  aside  for  research 
(3.33%),  demonstration  projects 
(3.33%),  and  evaluation  (3.33%). 
Fifty  percent  of  the  total  funds 
should  be  allocated  to  grants  ad- 
ministration by  the  Division  of 
Mental  Health's  Small  Grants  Re- 
search program.  A  special  ongo- 
ing committee  with  expertise  in 
adolescent  development  and 
mental  health  treatment  pro- 
grams should  be  formed  under 
the  state  director  of  Children's 
Services  and  Mental  Health  Pro- 
grams to  make  specific  recom- 
mendations for  the  focus  of  re- 
search on  adolescents. 

b.  By  1989,  each  major  mental 
health  treatment  program  for  ado- 
lescents should  have  at  least  one 
qualified  (trained  in  research  and 
clinical  skills)  staff  member  to  de- 
velop and  monitor  ongoing  re- 
search projects,  and  to  provide 
follow-up  and  evaluation  of  on- 
going program  services.  Courses, 
workshops,  and  seminars  on  re- 
search in  theory,  diagnosis  and 
treatment  of  adolescents  should 
be  offered  by  mental  health  man- 
power training  to  all  mental  health 
specialists  and  staff  who  should 
be  required  to  establish  a  mini- 
mum of  four  hours  of  continuing 
education  credits  per  year  in  this 
area. 
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c.  Efficacy  studies  should  be  re- 
quired for  all  the  different  treat- 
ment modalities  now  being  used. 

d.  Research  should  not  be  restrict- 
ed to  the  mental  health  client 
population. 

e.  Abused  substances  that  create 
major  problems  among  adoles- 
cents should  be  taxed  and  the 
funds  used  to  support  research 
into  such  problems. 

f.  Evaluation  and  assessment  re- 
search should  be  mandated  in 
new  mental  health  legislation. 

5.  The  recommendations  of  the 
brea[<out  session  on  prevention  are 
supported  by  the  breakout  session 
on  adolescents.  The  session  further 
recommends  that  by  1989  local 
committees  should  be  formed  con- 
sisting of  parents,  adolescents,  men- 
tal health  agencies,  and  other  ap- 
propriate persons  and  agencies  to 
design,  adopt,  and  carry  out  primary 
prevention  programs  as  they  relate  to 
the  needs  of  adolescents.  Local 
mental  health  centers  should  pro- 
vide one-third  of  their  funding  to  sup- 
port primary  prevention  programs. 
Supportive  adults  should  act  togeth- 
er on  behalf  of  individual  adoles- 
cents and  educate  them  and  their 
families  about  the  constructive  use  of 
leisure  time.  New  models  of  pro- 
grams with  Scouts,  4-H,  etc.  should 
be  advocated  with  the  specific  goals 
of  promoting  wellness  or  well-being 
and  encouraging  youth  participation 
in  order  to  give  adolescents  a  feeling 
of  responsibility  and  involvement  in 
the  adult  world.  Funds  could  be  tun- 
neled through  mental  health  centers 
or  the  county  commissioners  who 
would  select  agencies  to  sponsor 
these  activities.  Finally,  by  1989  the 
number  of  specialized  residential 
and  hospital  facilities  for  adoles- 
cents in  distress  should  be  in- 
creased. 

Family 

We  must  acclaim  a  revitalized  def- 
inition of  families  which  recognizes 
that  while  most  children  live  with  at 
least  one  of  their  parents  who  is  in  the 
labor  force,  they  are  also  likely  to  live 
in  an  extended  family  at  some  point 
in  their  childhood.  Such  diverse 
family  forms  are  characterized  by 
deep  commitment,  mutual  needs, 
and  considerable  sharing.  This 
broadened  view  of  the  life  cycle  of 
children  and  how  they  grow  up  in 
families  is  compelling,  especially  giv- 


en the  attention  we  hope  to  bring  to 
the  needs  of  two-income  families  and 
single  parents  and  the  multiple  skills 
such  parents  need. 

In  forming  priorities,  a  hard  choice 
must  be  made  between  prevention 
programming  and  the  creation  of 
support  services  that  treat  the  social 
and  psychological  consequences  of 
social  problems  and  pressures.  It  is 
clear  that  many  of  the  services  that 
could  be  of  assistance  to  single  par- 
ent families  could  also  play  a  vital 
role  in  reducing  stresses  that  drive 
families  apart.  The  state  should  give 
incentives  to  employers  to  imple- 
ment job  sharing,  flex  time,  and  part- 
time  options  with  quality  benefits. 
The  state  should  encourage  em- 
ployers and  industries  to  show  a  sin- 
cere concern  for  the  family  welfare  of 
employees  instead  of  pursuing  busi- 
ness growth  based  on  the  availability 
of  cheap  labor.  Community  mental 
health  centers  should  serve  as  linking 
agencies  to  coordinate  and  plan 
family  services  as  well  as  to  provide 
crisis  services.  However,  no  new  pro- 
grams can  be  successfully  initiated 
without  sufficient  funding. 

FAMILY  STRESS  DISORDERS 

Family  problems  are  caused  by 
chronic  stresses  or  crises.  In  addi- 
tion, the  way  parents  were  raised  in- 
fluences how  they  rear  their  child- 
ren. In  many  families  some  mem- 
bers lack  coping  skills  necessary  to 
withstand  stress. 

One  way  to  help  families  cope  with 
stress  is  to  make  use  of  the  "extend- 
ed family"  concept  through  coordi- 
nated use  of  available  community  re- 
sources. Each  community  must  iden- 
tify those  existing  resources  and  take 
the  lead  in  identifying  a  coordinator 
whose  specific  task  it  is  to  develop 
linkages  among  these  resources. 
The  goal  would  be  to  alleviate  family 
stress,  to  strengthen  family  mem- 
bers in  coping  constructively  with 
stress,  and  to  replace  abnormal 
stress  reactions  with  more  positive 
reactions  to  stress. 

Six  recommendations  should  ac- 
complish family  strengthening  to  pre- 
vent or  affectively  alleviate  stress  dis- 
order. 

1.  Develop  a  comprehensive  case 
management  system  by  coordinat- 
ing community  resources,  sharing 
pertinent  information  among  in- 
volved agencies,  and  compiling  a 
comprehensive  case  record  de- 
signed to  eliminate  the  need  for  a  du- 


plicate   record    at   every    involved 
agency  or  clinic. 

2.  Develop  a  unified  release-of- 
information  form  available  to  public 
and  private  agencies  as  needed. 
Such  a  release  would  increase  effi- 
ciency of  team  coordination  and  re- 
ferrals extrinsic  to  the  primary  case 
manager  or  management  team. 

3.  Remove  categorical  funding 
and  categorical  programming  in  or- 
der to  aid  families  as  a  unit  and  to  in- 
crease coordination  of  case  man- 
agement. 


4.  Support  effective  employee  as- 
sistance programs  to  help  prevent 
employee  and  family  stress. 

5.  Encourage  flexible  mental 
health  agency  hours  to  minimize  the 
financial  loss  of  individuals  seeking 
help. 

6.  The  Governor  should  appoint 
an  apolitical  group  to  prepare  a  fami- 
ly impact  statement  on  all  proposed 
legislation,  to  follow  its  progress 
through  the  legislature,  and  to  con- 
tribute to  its  design. 


SINGLE  HEADS  OF  HOUSEHOLDS 

In  the  1970's  a  tremendous  in- 
crease has  occurred  in  the  number 
of  families  headed  by  women  who 
are  divorced,  separated,  widowed,  or 
have  never  been  married.  In  1977, 
the  number  of  families  headed  by 
women  reached  7.7  million,  or  nearly 
one    out    of    every    seven    families. 
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Despite  rising  employment  in  the  six- 
ties and  seventies,  almost  two  mil- 
lion of  these  families  lived  in  poverty. 
Although  the  total  number  of  fami- 
lies rose  14  percent  during  the  six- 
ties, the  number  of  households 
headed  by  females  rose  by  24  per- 
cent. During  that  period  the  income 
of  families  headed  by  men  was  more 
than  double  that  of  families  headed 
by  women.  The  number  of  families 
headed  by  men  with  incomes  below 
poverty  line  decreased  by  one  half 
during  the  sixties,  but  the  number  of 
poor  families  headed  by  females  re- 
mained unchanged  —  about  1.8  mil- 
lion. 

Families  headed  by  females  were 
most  common  among  the  poorly 
educated,  low  income  groups,  mi- 
nority groups,  and  city  residents. 
About  13  percent  of  these  female 
heads  had  some  college  education, 
however.  Black  families  with  child- 
ren were  much  more  likely  than  white 
families  to  have  a  female  head:  1  in  3, 
compared  with  1  in  10  among  white 
families. 

Single  heads  of  households  suf- 
fer stigma  from  peers,  employers, 
communities,  schools,  churches, 
and  other  institutions  which  affects 
their  economic,  emotional,  and  phy- 
sical well-being.  Therefore,  policies, 
practices,  and  procedures  should 
protect  these  individuals. 


FAMILY  LIFE  EDUCATION 

Educating  children  for  their  roles 
as  family  members  has  been  tradi- 
tionally the  responsibility  of  the  fam- 
ily and  should  continue  to  be.  But  the 
task  is  getting  more  complicated. 
Family  life  and  parenting  have  be- 
come increasingly  complex  with  a 
vast  number  of  choices  and  rapid 
changes  in  family  and  society  which 
imply  a  need  for  educational  sup- 
plements to  coping  skills  within  the 
family  setting. 

Although  family  life  education  and 
parenting  education  are  important, 
the  mental  and  physical  health  and 
economic  status  of  a  family  directly 
affect  the  quality  of  family  life.  Skills 
in  home  management,  knowledge  of 
nutrition  and  consumerism  are  need- 
ed. Placing  educational  emphasis  on 
the  whole  family  to  strengthen  it 
would  make  parenting  and  family  life 
education  more  effective. 

The  following  recommendations 
identify  programs  and  other  efforts  to 
strengthen  families  and  promote 
mental  i.uauh: 


1.  Make  personal  and  family  life 
education  available  to  all  students  at 
all  grade  levels  of  the  public  school 
system. 

a.  Develop  a  comprehensive  K-12 
personal  and  family  life  educa- 
tion curriculum  involving  the  co- 
ordination of  all  relevant  program 
areas  (home  economics,  health 
education,  social  studies,  etc.). 

b.  Plan  for  flexible  use  of  the  per- 
sonal and  family  life  education 
curriculum  by  local  schools  to 
meet  the  needs  identified  in  the 
local  community. 

c.  Encourage  the  use  of  state  and 
community  resources. 

d.  Provide  funds  for  needs  assess- 
ment, program  development,  ex- 
pansion, implementation,  and 
evaluation. 

2.  Support  the  recommendations 
made  at  the  North  Carolina  Confer- 
ence on  Raising  a  New  Generation 
by  establishing  multidisciplinary  per- 
sonal and  family  life  councils  at  the 
state  and  local  levels.  These  coun- 
cils shall: 

a.  Keep  the  Governor  and  the  citi- 
zens informed  regarding  the  ma- 
jor family-related  trends  and  is- 
sues. 

b.  Recommend  legislative  and  exe- 
cutive action  that  would  strength- 
en families  in  North  Carolina. 

c.  Serve  as  a  resource  center  for  up- 
to-date  statistics  and  research 
findings  related  to  families. 


d.  Coordinate  from  time  to  time  the 
efforts  of  agencies  and  organiza- 
tions to  deal  with  major  concerns 
or  problems. 

e.  Support  and  promote  personal 
and  family  life  education. 

3.  Develop  a  "Guide  of  Personal 
and  Family  Resources"  for  each 
county  to  be  revised  annually. 

4.  Increase  the  number  of  coun- 
selors available  at  all  levels  of  the 
public  education  system  to  help  stu- 
dents deal  with  personal  and  family 
life  problems.  When  possible,  utilize 
existing  resources  in  the  community. 

5.  Support  legislation  to  create  a 
state  commission  to  study  the  im- 
pact of  public  policy  on  families. 


WOMEN  IN  THE  LABOR  FORCE 

There  are  over  1,146,000  female 
wage  earners  in  North  Carolina,  al- 
most eighty  percent  of  whom  work  in 
the  lowest  paid  jobs  available.  In 
1975,  fifty-three  percent  of  working 
women  in  North  Carolina  earned  less 
than  $7,000  annually  compared  with 
eighteen  percent  of  the  male  work- 
ers. Unemployment  for  women  was 
twice  as  high  as  for  men.  These  fig- 
ures show  great  difficulties  for  wo- 
men who  must  provide  sole  support 
or  help  support  their  families. 

Over  half  of  North  Carolina's  wo- 
men with  children  work  in  the  labor 
force. Whether  a  woman  joins  the  la- 
bor force  as  a  single  parent  or  as  a 


dual  wage  earner,  she  faces  an  oc- 
cupational structure,  comnnunity  and 
government  services,  and  institu- 
tions that  are  frequently  based  on  the 
traditional  sex  role  division  of  labor. 
The  resulting  hardships  and  stresses 
in  balancing  responsibilities  at  work 
and  at  home  are  accompanied  by  a 
host  of  other  concerns:  inadequate 
pay  and  benefits  (a  particular  strain 
for  female  heads  of  households);  a 
dirth  of  quality  and  quantity  child  care 
arrangements;  the  need  for  retrain- 
ing, education,  and  economic  sup- 
port by  mature  women  entering  the 
work  force  following  years  devoted  to 
parenting;  the  inflexible  hours  and 
unresponsive  structuring  of  jobs  in  a 
manner  that  is  insensitive  to  family 
needs  and  family  life;  and  work  en- 
vironments that  inhibit  the  physical  or 
emotional  health  of  women  workers. 
In  order  to  meet  the  social  and 
economic  needs  of  the  diversity  of 
families  within  the  community  and  in 
particular  those  women  family  mem- 
bers who  are  in  the  work  force,  em- 
ployers and  employees,  community 
and  government  groups  should  co- 
operate to  provide: 

1.  Community-based  child  care 
for  preschool  and  school  age  child- 
ren during  the  extended  hours  that 
parents  work  provided  on  the  basis  of 
ability  to  pay; 

2.  Work  options  with  equal  bene- 
fits for  parents  who  choose  to  work 
part-time  or  flex  time,  or  to  share  jobs 
in  order  to  reach  a  more  equitable 
balance  between  family  and  work  re- 
sponsibilities; 

3.  Continuing  education  and  re- 
training for  women  with  dependents 
and/or  heads  of  households  with 
economic  assistance  to  allow  these 
women  to  prepare  for  reentry  into  the 
work  force  or  for  higher  paying  jobs; 

4.  Work  environments  which  nur- 
ture the  mental  and  physical  health  of 
workers  through  the  availability  of  on- 
the-job  counseling,  crisis  interven- 
tion, a  rest  area,  an  exercise  room 
and  a  telephone  for  important  calls 
related  to  family  concerns;  and 

5.  Nonbiased  educational  curri- 
cula which  realistically  prepare 
young  men  and  women  for  multiple 
family  and  work  roles. 

Community  mental  health  centers 
are  in  a  excellent  position  to  promote 
and  provide  leadership  in  initiating 
these  cooperative  efforts  and  to  en- 
courage cooperation  among  other 
community  resources  and  groups 
enhancing  mental  health  and  pre- 
venting stress  in  all  families  across 


our  state. 

To  help  alleviate  the  economic  dif- 
ficulties in  which  single  heads  of 
households  often  find  themselves,  tax 
laws  should  be  modified  to  allow  ex- 
emptions or  cashable  tax  credits  for 
tuition,  books,  transportation,  child 
care,  and  all  other  costs  related  to  up- 
grading education.  This  would  be 
available  for  all  single  heads  of 
households  regardless  of  marital  sta- 
tus during  their  entire  period  of 
schooling. 


VI.  PERSONNEL 


The  quality  of  the  services  we  give 
our  people  depends  on  our  provid- 
ing adequately  trained  and  super- 
vised personnel.  No  matter  how  well 
intended  or  conceived,  no  pro- 
gram's services  ever  rise  above  the 
quality  of  the  staff  giving  the  service. 
The  studies  of  the  personnel  task 
force  found  us  blessed  with  high 
quality  training  resources  that  are  yet 
too  small  and  underfinanced  to  pro- 
duce the  service  manpower  we  need. 

The  key  mechanism  to  begin  re- 
mediation is  missing.  There  is  need 
to  establish  an  office  of  manpower  in- 
formation in  the  Department  of  Hu- 
man Resources  that  will  continuous- 
ly gather  the  manpower  and  training 
data  necessary  for  wise  and  eco- 
nomical decision  making.  It  should 
develop  task  forces  to  periodically 
study  the  current  manpower  supply, 
immediate  unmet  needs,  future 
needs,  personnel  retention  prob- 
lems, and  supervision,  as  well  as  the 
preservice  and  inservice  training  and 
other  needs  for  each  professional 
and  paraprofessional  group  serving 
in  mental  health  and  mental  retar- 
dation. 

The  breakout  session  recom- 
mends: 

1.  A  coordinated  comprehensive 
mental  health/mental  retardation 
manpower  training  utilization  net- 
work should  be  created  and  funded 
to  insure  better  service-oriented 
training  of  future  personnel,  provi- 
sion of  field  work  training  opportuni- 
ties, and  up-to-date  continuing  edu- 
cation of  program  administrators  and 
services  staff. 

2.  The  Mental  Health/Mental  Re- 
tardation state  personnel  classifica- 
tion system  should  be  revised  to  in- 
clude the  reevaluation  of  all  posi- 
tions as  to  functional  task  require- 


ments including  education,  exper- 
ience, and  competency  levels;  clear 
definition  of  roles,  supervision,  and 
responsibilities  of  all  levels  of  serv- 
ice providers  (paraprofessional  and 
professional);  the  creation  of  hiring, 
examination,  and  evaluation  pro- 
cedures which  are  task  relevant;  and 
the  setting  of  salaries  including  fringe 
benefits  which  are  commensurate 
with  education,  experience,  and 
competency  levels  and  are  competi- 
tive with  national,  state,  and  local  sal- 
ary levels. 

3.  A  health  manpower  informa- 
tion center  for  North  Carolina  should 
be  created  to  facilitate  sound  plan- 
ning for  current  and  future  manpow- 
er requirements  and  training  needs, 
to  effect  better  distribution  and  use  of 
our  resources  by  listing  and  periodi- 
cally updating  the  total  spectrum  of 
health  professions  and  occupations, 
to  ascertain  current  and  projected 
needs,  and  to  monitor  current  and 
projected  manpower  supply  sources. 

4.  Mental  health  personnel  should 
be  properly  trained  by  recognized 
education  training  standards  for  their 
discipline.  The  competence  of  men- 
tal health  personnel  should  be  at- 
tested to  by  certification,  licensure,  or 
completion  of  a  program  accredited 
by  the  state  and/or  an  appropriate 
professional  group. 

5.  More  effective  use  of  nontradi- 
tional  providers  of  mental  health 
services  should  be  provided  for  by 
establishing  a  locally  funded  coordi- 
nator of  volunteer  services;  con- 
ducting a  comprehensive  assess- 
ment of  needs;  defining  roles  and/or 
job  descriptions;  defining  recruiting, 
orientation,  and  training  procedures; 
and  providing  a  mechanism  for  the 
supervision  and  evaluation  of  serv- 
ices. 

Note:  Nontraditional  providers  of 
direct  and  indirect  services,  includ- 
ing volunteers,  are  not  employed  by 
or  administratively  responsible  to  the 
mental  health  system.  For  example: 
public  health  nurse,  police,  church 
groups,  self-help  groups  such  as  Al- 
coholics Anonymous,  etc. 

6.  The  State  Health  Plan  should 
support  its  proposals  for  services  by 
explicitly  stating  the  current  and  fu- 
ture manpower  and  training  require- 
ments to  effect  these  services. 

7.  All  of  the  state's  six  health  sys- 
tems agencies  should  be  encour- 
aged to  approach  mental  health/- 
mental  retardation  service  needs  and 
personnel  needs  in  a  comprehen- 
sive and  consistent  manner. 
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Note:  The  review  of  health  sys- 
tems agencies'  plans  revealed  that 
some  had  not  yet  addressed  the 
problems  and  services  of  mental 
health/mental  retardation  and  others 
had  not  addressed  the  manpower  re- 
quirements. 

8.  The  present  Educational  Loan 
Program  of  the  Department  of  Hu- 
man Resources  should  be  strength- 
ened to  provide  incentives  to  en- 
courage qualified  personnel  into 
areas  of  personnel  shortages  and  in- 
to rural  areas. 

9.  Shifts  in  mental  retardation 
care  toward  habilitation  and  com- 
munity care  necessitates  revising 
and  expanding  training  programs  to 
supply  new  personnel  who  will  work 
in  community  programs  in  areas  of 
prevention,  community  education, 
lifetime  individualized  case  manage- 
ment, program  management,  and 
planning. 

Note:  A  task  force  survey  re- 
vealed a  serious  lack  of  persons 
properly  prepared  to  work  in  com- 
munity programs;  high  turnover  in 
mental  retardation  jobs  due  to  low 
salaries  and  burnout;  and  a  need  to 
build  continuing  education  into  the 
basic  training  programs  of  physi- 
cians, nurses,  psychologists,  social 
workers,  and  others. 

10.  More  local  school  systems 
should  be  encouraged  to  implement 
mental  health  prevention  programs  to 
promote  good  mental  health  growth 
in  our  children,  because  seven  to  fif- 
teen percent  of  school  children  ex- 
perience psychologically  caused 
problems  and  because  school  sys- 
tems employ  a  large  number  of  spe- 
cialists. All  future  state  interagency 
efforts  in  mental  health  and  mental 
retardation  programming  should  in- 
volve the  North  Carolina  Department 
of  Public  Instruction  and  other  edu- 
cation personnel.  (See  also  V, 
Adolescents,  4;  IX.  1,  Teacher  train- 
ing; XII.  5;  XIV.  10.) 


VM.   SPECIAL  POPULA- 
TIONS 

Women 


Although  the  mental  health  of 
women  has  been  delegated  to  one 
panel  of  this  conference,  we  remind 
the  participants  that  the  majority  of 


mental  health  patients  are  women. 
Thus,  resource  allocations  for 
meeting  the  mental  health  needs  of 
women  must  be  considered  as  a  pri- 
ority across-the-board  in  all  of  the 
working  sessions  of  this  conference. 
In  addition  to  endorsing  the  na- 
tional recommendations,  the  break- 
out session  on  women  recommends 
in  order  of  priority: 

1.  Women  as  policymakers,  ad- 
ministrators, providers,  researchers, 
and  consumers  should  be  active  par- 
ticipants at  all  levels  of  the  decision- 
making process. 

2.  Any  well  conceived  strategy  for 
the  prevention  of  mental  illness  and 


promotion  of  mental  health  must 
have  as  one  of  its  basic  goals  eradi- 
cation of  sexism  in  the  larger  com- 
munity. The  national  plan  of  action  of 
the  International  Women's  Year  Con- 
ference provides  a  coordinated  set  of 
recommendations  that  should  be 
used  to  guide  the  development  of  a 
prevention  plan.  For  North  Carolina 
our  recommendations  particularly 
stress  the  importance  of  eradication 
of  sexism  in  employment  practices. 
The  subpanel  strongly  endorses  both 
ratification  of  the  Equal  Rights 
Amendment  and  the  state  funding  for 
abortions  for  low  income  women. 

3.  The  session  supports  the  na- 
tional recommendations  for  training. 
For  North  Carolina  the  session  urges 
the   basic   nonsexist  education,   in- 


service  and  continuing  education  for 
mental  health  professionals,  volun- 
teers, and  governing  boards  include 
content  reflecting  new  information 
about  women  and  skills  essential  to 
helping  women. 

4.  To  aid  in  crises  (e.g.,  rape  vic- 
tims, battered  spouses,  displaced 
homemakers,  and  women  alcohol- 
ics), the  session  encourages  and 
supports  community  initiatives  to  es- 
tablish supportive  facilities  and  urges 
creative  efforts  to  coordinate  these 
services  with  existing  programs  and 
facilities. 

5.  With  the  growth  of  deinstitu- 
tionalization, it  is  essential  to  recog- 
nize the  impact  on  the  family  and  not 
assume  that  women  as  mothers  and 
wives  will  be  available  as  continous 
caregivers.  In  situations  where  they 
choose  responsibility,  support 
should  be  forthcoming;  e.g.,  eco- 
nomic and  counseling  services.  Wo- 
men who  are  in  institutions  should 
not  be  placed  in  sex-typed  jobs  and 
should  receive  nonsexist  occupa- 
tional training  in  preparation  for 
placement  in  economically  inde- 
pendent positions  in  the  community. 

6.  A  special  emphasis  should  be 
placed  on  research  on  minority  wo- 
men. Every  agency  within  the  exe- 
cutive branch  of  state  government 
should  assume  responsibility  for  re- 
viewing policies,  regulations,  and 
programmatic  decisions  for  their  po- 
tential impacts  on  the  lives  of  wo- 
men. Coordination  of  research  ef- 
forts among  researchers  in  North 
Carolina  should  be  fostered  to  re- 
duce duplication  of  the  research  ef- 
fort concerning  women  and  to  pro- 
mote a  systematic  approach  to  this 
research.  Research  resources 
should  be  committed  to  identifying 
the  magnitude  of  the  battered  wo- 
men problem  and  the  most  appro- 
priate mechanism  for  responding  to 
identified  needs  in  this  area. 

7.  Mental  health  coverage  should 
be  made  equivalent  to  physical 
health  coverage  in  benefit  plans. 

The  breakout  session  on  women 
feels  that  it  is  essential  to  establish  a 
monitoring  mechanism  to  insure  the 
implementation  of  recommenda- 
tions and  to  create  an  ongoing  fund- 
ed task  force  on  women's  mental 
health  issues,  possibly  as  an  arm  of 
the  North  Carolina  Council  on  the 
Status  of  Women  or  as  a  separate 
commission  within  the  North  Caroli- 
na Department  of  Administration. 
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Black  Americans 

The  recommendations  on  the 
mental  health  of  black  Americans  are 
summarized  below. 


SOCIETAL  ISSUES 

1.  Full  employment  should  be 
achieved  through  the  initiative  of  the 
public  and  private  sectors,  and  equal 
access  to  jobs  should  be  assured  by 
continuation  of  affirmative  action  leg- 
islation. 

2.  Occupational  and  vocational 
training  in  high  school  and  post-sec- 
ondary institutions  should  coincide 
with  current  and  future  labor  market 
trends.  There  should  be  mandatory 
employment  for  trained  workers  in 
skilled  areas  with  benefits  such  as 
child  care  and  housing.  Support 
should  be  given  to  the  New  Horizons 
Program  on  Fair  Housing  to  be  im- 
plemented in  1979.  Industries  must 
develop  incentives  such  as  indus- 
trial counseling  services;  i.e.,  alco- 
hol, rehabilitation  services. 

3.  Affirmative  action  guidelines 
should  be  stated  in  performance 
contracts  between  funding  sources 
and  contract  recipients  with  money 
being  approved  to  parties  only  when 
guidelines  are  met. 

4.  North  Carolina  should  set  an 
adequate  minimum  level  of  funding 
for  public  welfare  recipients. 

5.  In  areas  where  it  is  impossible 
to  establish  or  renovate  mental  health 
facilities,  consideration  should  be 
given  to  satellite  units,  improved 
transportation,  and  operating  hours 
which  accomodate  evenings  and 
weekends. 


DELIVERY  OF  MENTAL  HEALTH 
SERVICES 

1.  Community  Mental  Health  Cen- 
ters 

a.  The  Department  of  Human  Re- 
sources should  ensure  adequate 
funding  of  mental  health  services 
to  black  communities.  In  addi- 
tion, consultation,  education  serv- 
ices, and  research  and  develop- 
ment programs  which  are  not  re- 
imbursable as  direct  treatment 
services  must  be  maintained. 

b.  P. L.  94-63  — Title  III  "Community 
Mental  Health  Centers"  should  be 
amended  to  ensure  the  estab- 
lishment of  a  sufficient  number  of 
mental  health  delivery  mecha- 
nisms so  that  ail  blacks  needing 
them  have  access  to  quality  men- 


tal health  services.  Consideration 
should  be  given  to  amending  P.L. 
94-63  to  allow  an  extension  of  the 
funding  period  for  more  than  eight 
years  and/or  the  increased  use  of 
distress  grants. 

2.  Other  Supportive  Services 

a.  The  Department  of  Human  Re- 
sources should  establish  a  clear- 
inghouse for  information  on  suc- 
cessful model  programs  for  ac- 
cess by  black  communities  that 
wish  to  start  similar  programs.  A 
technical  assistance  branch 
should  be  established  to  provide 
counseling  to  community  groups 
who  wish  to  establish  a  mental 
health  delivery  program. 

b.  Priority  should  be  given  to 
funding  the  development  of  pro- 
grams in  black  communities  as 
alternatives  to  traditional  institu- 
tional mental  health  services. 

c.  Top  priority  should  be  given  to 
developing  mental  health  serv- 
ices for  incarcerated  blacks  and 
other  minorities.  Public  and  pri- 
vate rehabilitation  programs  for 
ex-prisoners  should  be  encour- 
aged to  include  a  mental  health 
component  among  their  serv- 
ices. 

3.  Training/Personnel 

a.  The  University  of  North  Carolina 
(UNO)  system  should  be  man- 
dated to  give  priority  to  black  in- 
stitutions in  the  establishment  of 
centers  for  specialized  educa- 
tional programs  in  mental  health 
disciplines  and  related  fields. 

b.  A  pool  of  black  administrative  and 
managerial  personnel  should  be 
recruited  and  trained  for  work  in 
programs  designated  to  serve 
blacks. 

c.  The  Department  of  Health,  Edu- 
cation, and  Welfare/The  Alcohol, 
Drug  Abuse,  and  Mental  Health 
Administration 

(DHEW/ADAMHA)  and  the  UNO 
system  should  continue  to  fund 
master's  level  training  as  entry  to 
opportunities  in  higher  education 
for  blacks  in  the  mental  health 
disciplines. 

d.  ADAMHA  and  the  UNO  system 
training  funds  should  be  targeted 
to  black  institutions  of  higher  edu- 
cation for  development  of  doc- 
toral level  programs  in  mental 
health  disciplines. 

e.  The  North  Carolina  personnel 
merit  system  should  be  exam- 
ined and  modified  to  improve  the 
ability  of  minorities  to  be  recruit- 


ed and  advanced  within  the  De- 
partment of  Human  Resources. 

f.  The  federal  government  and  the 
UNC  system  must  advise  training 
programs  on  adjusting  curricula  to 
produce  professionals  who  can 
recognize  and  understand  the  dy- 
namics of  individual  and  institu- 
tional racism. 

g.  The  Department  of  Health,  Edu- 
cation, and  Welfare  Joint  Accre- 
ditation agencies  should  be  man- 
dated to  include  in  their  evalua- 
tion review  equal  consideration  to 
the  cultural  variables  character- 
istic of  the  black  population  and 
other  ethnic  minorities. 

h.  The  Department  of  Human  Re- 
sources should  require  ongoing 
training  in  racial  and  cultural  dif- 
ferences for  the  current  staff  of 
mental  health  agencies, 
i.  Adjunct  persons  to  the  mental 
health  system  (ministers,  nurses, 
public  health  workers,  recreation 
directors)  should  be  trained  in 
treatment  strategies  and  availa- 
bility of  services, 
j.  In  the  state  of  North  Carolina,  a 
further  commitment  must  be  made 
to  increasing  the  number  of  blacks 
entering  its  mental  health  training 
programs  and  to  placing  more 
blacks  in  all  levels  of  service  de- 
livery. 

Programs  should  be  implemented 
mandating  treatment  focused  cour- 
ses in  mental  health  related  curricu- 
la (psychology,  nursing,  sociology) 
at  the  undergraduate  level.  An  active 
recruitment  of  blacks  trained  in  men- 
tal health  by  local  clinics,  and  the  ad- 
vertising of  opportunities  in  terms  ap- 
pealing to  blacks  (i.e.,  attractive  sal- 
aries, benefits,  and  accurate  job  de- 
scriptions) must  be  initiated. 

4.  Education 

North  Carolina  must  immediately  in- 
stitute and  encourage  programs  that 
foster  educational  awareness.  Im- 
portant programs  are  community 
education,  outreach  clinics,  and 
public  school  programs  by  mental 
health  professionals  regarding  what 
mental  health  services  mean.  Serv- 
ices should  be  taken  to  the  commu- 
nity. 

5.  Treatment 

Therapies  available  to  black  clients 
should  be  broadened  by  providing 
support  to  extended  families  and  by 
providing  financial  and  emotional 
support  to  the  mental  health  worker 
involved  in  outreach  activities. 
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RESEARCH 

1.  The  state  mental  health  plan 
should  support  financial  allocations 
for  research  conducted  by  black  pro- 
fessionals on  mental  health  issues 
relevant  to  black  populations. 

2.  The  state  plan  must  provide 
funding  for  training  and  recruiting  in- 
creased numbers  of  black  research- 
ers. 

3.  The  state  should  allocate  a  por- 
tion of  its  research  budgets,  intra- 
mural and  extramural,  for  the  devel- 
opment of  normative  data  on  black 
North  Carolinians. 

4.  The  state  should  recruit  black 
members  for  all  research  review  pan- 
els. 

5.  The  UNC  system  and  the  De- 
partment of  Human  Resources 
should  resolve  inequities  in  distribu- 
tion of  research  funding  to  inde- 
pendent black  researchers,  re- 
searchers in  black  institutions,  and 
black  researchers  in  predominantly 
white  institutions. 


PREVENTION 

1.  Blacks  should  be  represented 
in  every  agency  that  develops  stand- 
ards (sanitation,  security,  education, 
etc.).  There  should  be  a  concerted 
effort  to  reeducate  mental  health  pro- 
fessionals on  the  subject  of  black 
norms  through  the  John  Umstead 
Lectures  or  other  educational  en- 
deavors. Medical  licenses  and  certi- 
fication should  be  issued  only  after 
the    applicant    has    demonstrated 


knowledge  of  black  norms. 

2.  North  Carolina  should  support 
a  universal  national  health  insurance 
plan  that  would  ensure  adequate 
health  care  for  everyone. 

3.  Prenatal  Period 

a.  Resource  programs  should  be 
developed  in  the  areas  of  family 
life  education,  nutritional  needs  of 
special  populations,  (e.g.,  black 
children)  and  programs  to  pro- 
mote parenting,  child  develop- 
ment, and  quality  day  care. 

b.  Comprehensive  family  planning 
services  should  be  implemented 
to  reduce  the  tragedy  of  un- 
planned and  unwanted  pregnan- 
cies particularly  among  adoles- 
cents. 

c.  Programs  in  sex  and  family  life 
education  should  be  instituted 
with  the  caveat  that  endorsement 
of  sex  education  does  not  imply 
the  teaching  or  encouragement  of 
any  particular  sexual  activity  or  at- 
titude. Communities  must  decide 
on  approaches  which  are  suit- 
able for  them. 

d.  The  National  Institute  of  Health 
and  the  Nutrition  Department  of 
the  UNC  system  should  mount  a 
comprehensive  longitudinal  study 
of  the  nutritive  needs  of  black 
children  and  the  relationship  be- 
tween growth,  intellectual  deve- 
lopment, and  mental  health. 

4.  Childhood 

a.  Comprehensive  programs  in- 
cluding health,  day  care,  recrea- 
tion and  education  facilities 
should  be  established  for  black 
children  and  other  minorities  from 
birth,  and  access  to  these  pro- 
grams and  facilities  should  be  as- 
sured as  a  basic  human  right. 

b.  It  should  be  required  that  teach- 
ers acquire  skills  in  transcultural 
communications  and  that  some 
basic  knowledge  regarding  black 
history  and  culture  be  taught  at  all 
levels  of  teacher  training.  This 
training  should  include  practical 
experiences  in  community  set- 
tings. 

c.  Representatives  from  each  sec- 
tor of  the  educational  community 
should  have  a  voice  in  the  gov- 
erning structure  of  North  Caroli- 
na schools. 

d.  Rules  governing  the  behavior  of 
children  should  develop  in  re- 
sponse to  the  wishes  and  desires 
of  their  communities. 


5.  Youth 

a.  A  statewide  program,  similar  to 
the  one  in  the  Charlotte  area, 
should  be  established  among  stu- 
dents within  the  school  system. 
The  program,  using  "rap"  groups 
and  counseling  sessions,  en- 
courages self-respect,  self-es- 
teem, and  better  interpersonal  re- 
lationships. 

b.  An  adolescent  ward  at  Dorothea 
Dix  Hospital  and  other  state  hos- 
pitals should  be  established. 

c.  Volunteer  community  resources 
should  be  used  to  provide  sup- 
port to  parents  and  students. 

d.  Along  with  a  reorganization  of  the 
educational  systems,  viable  al- 
ternatives should  be  developed 
for  black  youth  and  educational 
systems  that  fail  to  achieve  their 
designed  missions. 

6.  The  Elderly 

a.  Decision-making  positions  in 
mental  health  funding,  planning, 
and  quality  assurance  on  all  gov- 
ernmental levels  should  include 
increased  black  representatives. 

b.  The  five-year  state  plan  should 
provide  for  decentralized  geriatric 
services  for  the  black  elderly 
and  increased  accessibility. 

7.  Special    Problems    of    Black 
Women 

a.  The  North  Carolina  Council  on  the 
Status  of  Women,  the  Governor's 
Office  of  Minority  Affairs,  and  the 
North  Carolina  Human  Relations 
Council  should  develop  a  list  of 
black  women  to  be  appointed  to 
boards,  councils,  commissions, 
and  committees  on  state,  district, 
and  regional  levels.  The  Office  of 
State  Personnel  should  have  a 
special  recruitment  team  for  the 
selection  of  qualified  black  wom- 
en for  special  positions. 

b.  Mental  health  training  programs 
for  teachers  (preservice  and  in- 
service)  must  be  established  to 
provide  for  the  teaching  of  cul- 
tural differences  and  the  psy- 
chology of  black  women. 

c.  The  Governor's  Office  should 
support  the  Department  of  Hu- 
man Resource's  decision  on 
choice  in  abortions,  especially 
with  regard  to  funding  of  abor- 
tions for  those  who  cannot  afford 
them  and  the  individual's  right  to 
decide.  Information  about  the 
availability  and  accessibility  of 
abortion  services  should  be  dis- 
seminated   by    local    health   de- 
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partments,  departments  of  social 
services,  the  Council  of  the  Sta- 
tus of  Women,  the  Family  Life 
Council,  and  other  such  agen- 
cies. 

d.  Comprehensive  support  services 
must  be  available  to  adequately 
implement  mental  health  pro- 
grams. 

e.  Theoretical  concepts  and  prac- 
tices in  mental  health  disciplines 
must  be  reviewed  to  root  out  sex- 
ist as  well  as  racist  aspects. 

f.  Quality  child  care  facilities  should 
be  made  available  at  an  afford- 
able cost  to  mothers  who  are  em- 
ployed outside  the  home  and/or 
who  are  involved  in  educational 
pursuits. 

g.  Research  must  be  supported  to 
assess  the  strengths  and  survival 
strategies  of  black  women  and  to 
determine  ways  these  assets  can 
be  fostered  and  developed. 

OTHER  RECOMMENDATIONS 

The  state  should  establish  some 
guidelines  to  insure  representation  of 
the  various  racial  groupings  in  all 
state  government  publications. 


Native  Americans 

The  breakout  session  on  native 
Americans  supports  the  recommen- 
dations of  the  President's  Commis- 
sion on  Mental  Health.  We  empha- 
size the  use  of  direct  funding  for  In- 
dian programs,  an  emphasis  on 
funding  service  delivery  over  re- 
search, and  recognition  of  state 
agencies  such  as  the  North  Carolina 
Commission  of  Indian  Affairs  in  pro- 
viding liaison  with  federal  programs. 
There  should  be  stronger  support  for 
and  dissemination  of  information 
about  Indian  culture,  heritage,  and 
traditions. 
Priorities  for  federal  action: 

1.  Establishment  of  an  office/po- 
sition in  the  Executive  Office  to  serve 
as  an  Indian  ombudsman,  presiden- 
tial adviser,  program  expediter,  and 
advocate  for  Indian  people.  This  per- 
son would  also  work  with  all  federal 
agencies,  states,  and  other  govern- 
mental entities  that  have  impact  on 
Indian  people. 

2.  The  task  force  recommends 
that  there  be  mechanisms  set  up 
either  through  the  Indian  Health 
Service,  the  Bureau  of  Indian  Af- 
fairs, or  the  Office  of  Education  to 
support  manpower  groups  to  edu- 


cate and  train  American  Indians  and 
Alaska  natives  in  the  mental  health 
professions.  Self-determination  will 
never  be  achieved  if  we  must  con- 
tinue to  rely  on  non-Indian  persons 
for  mental  health  services. 

3.  There  needs  to  be  strong,  vig- 
orous, and  immediate  action  on  the 
part  of  the  federal  government  to  en- 
sure quality,  community-based  and 
integrated  helping  services  (health/- 
social/economic)  to  reservation,  rur- 
al, and  urban  Indian  people.  These 
services  must  be  based  on  local 
need,  local  planning,  and  local  deci- 
sion making. 

4.  There  should  be  an  investiga- 
tion of  services  provided  to  Indian 
families  on  Indian  reservations  and  in 
Indian  communities,  and  there 
should  be  a  directive  from  the  Presi- 
dent to  assist  all  tribes  which  wish  to 
develop  and  maintain  family  re- 
source centers  providing  compre- 
hensive family  support  services.  The 
family  resource  centers  should  not 
be  subjected  to  the  haphazard  yearly 
funding  cycle. 

5.  Research  on  alcoholism  and 
the  expansion  of  the  Administration 
for  Native  Americans  (ANA)  pro- 
grams in  the  area  of  growth  and  de- 
velopment of  tribal  communities 
should  take  priority  over  expend- 
itures of  funds  for  further  research. 

6.  Special  investigation  of  Indian 
prisoners  should  be  supported  so 
that  the  discriminatory  practices  that 


now  ocur  in  prison  can  be  correct- 
ed. 

7.  A  special  Indian  legal  task 
force  should  be  funded  to  intervene 
in  criminal  cases  of  native  Ameri- 
cans so  that  all  aspects  of  the  de- 
fense are  considered  including  the 
mental  health  of  the  accused.  The 
task  force  should  also  provide  legal 
support  to  assist  the  accused  in  fully 
understanding  options  and  their  ef- 
fect on  future  paroles  as  well  as  the 
process  for  maintaining  contact  with 
the  special  Indian  task  force. 


PRIORITIES  FOR  STATE  ACTION: 

1.  The  Department  of  Human  Re- 
sources should  start  immediately  to 
recruit,  train,  and  employ  Indian  per- 
sonnel in  positions  of  responsibility. 

2.  The  Governor  should  request 
the  legislature  to  set  up  a  secondary 
education  scholarship  program  in 
health  and  health-related  careers 
specifically  for  Indian  students. 

3.  The  Department  of  Cultural  Re- 
sources and  the  North  Carolina 
Commission  of  Indian  Affairs  should 
develop  and  implement  a  plan  to  re- 
search the  archives  and  archeologi- 
cal  sources  for  material  relating  to  In- 
dian heritage,  culture,  and  identity. 

4.  The  Department  of  Human  Re- 
sources should  determine  the  need 
for  transportation  of  the  Indian  popu- 
lation to  health  care  facilities  and 
budget  adequate  funds  to  meet  these 
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transportation  needs. 

5.  The  Department  of  Human  Re- 
sources and  the  North  Carolina 
Commission  of  Indian  Affairs,  should 
develop  and  implement  a  plan  to 
publish  data  on  Indian  health  in- 
cluding mental  health  data. 

Physically  Handicapped 

1.  Since  early  and  comprehen- 
sive identification  and  intervention 
will  prevent  many  mental  health 
problems,  the  breakout  session  sup- 
ports: 

a.  Expanding  the  pilot  regional  case 
management  system  for  high  risk 
indiviuals  to  all  handicapped  in- 
dividuals. This  involves  getting  re- 
presentatives from  the  Division  of 
Social  Services,  Mental  Health/- 
Mental  Retardation  Services,  the 
Developmental  Evaluation  Cen- 
ters, etc.  together  on  a  periodic 
basis  to  discuss  cases.  The  group 
is  required  to  produce  an  indi- 
vidual comprehensive  treatment 
plan  with  one  agency  designated 
as  case  advocate. 

b.  Screening  programs. 

c.  Organizing  local  citizens'  groups 
with  members  who  are  on  call  to 
counsel  disabled  individuals  and 
families. 

d.  Developing  training  packages 
(e.g.,  in  referral  and  counseling) 
for  physicians  and  other  health 
care  professionals  through  the 
area  health  education  centers  and 
state  commissions.  Such  training 
packages  would  be  distributed 
through  state  and  county  medi- 
cal and  professional  societies  and 
health  training  programs. 

2.  Local  advocacy  is  necessary. 
The  Governor  should  recommend  an 
expansion  of  current  mayors'  com- 
mittees on  the  employment  of  the 
handicapped  to  advocacy  councils 
for  the  handicapped.  Advocacy 
councils  should  be  available  in  every 
county  regardless  of  the  size  of  the 
towns  within  the  county,  and  each 
council  should  have  one  paid  posi- 
tion (a  CETA  position  might  be  avail- 
able) who  would  be  responsible  for 
promoting  job  fairs  and  for  keeping  a 
roster  of  handicapped  individuals 
who  could  serve  as  resource  per- 
sons to  community  groups.  Each 
council  should  have  handicapped 
representatives  and  should  serve  as 
"watchdogs"  for  employment  of 
teenage  and  adult  handicapped 
workers. 


3.  Since  mental  health  services 
are  unavailable  to  the  47,000  deaf 
persons  in  North  Carolina,  the  break- 
out session  recommends: 

a.  One  mental  health  center  in  each 
of  four  regions  be  identified  and 
staffed  to  serve  deaf  individuals 
with  a  certified  interpreter. 

b.  Inpatient  deaf  services  in  at  least 
one  regional  psychiatric  hospital 
with  ready  access  by  deaf  indi- 
viduals from  other  regions. 

c.  Publicity  to  let  deaf  know  what 
mental  health  services  are  avail- 
able. 

4.  The  state  legislature  should 
enact  legislation  to: 

a.  Provide  tax  credits  and  deduc- 
tions to  families  of  handicapped 
individuals  including  attendant 
and  transportation  costs. 

b.  Provide  funds  for  equipment  to  be 
purchased  and  stored  at  regional 
rehabilitation  centers  for  loan  to 
handicapped  individuals  for  col- 
leges and  vocational  schools. 

c.  Provide  funds  for  preparation  of 
physically  handicapped  individ- 
uals for  colleges  and  vocational 
schools. 

d.  Provide  adequate  funds  for  pros- 
thetic and  orthotic  devices. 

5.  Incentives  must  be  built  into 
programs  to  get  injured  people  back 
to  work. 

a.  The  Governor  should  encourage 
changes  in  workers  compensa- 
tion regulations  to  allow  an  indi- 
vidual to  earn  more  by  returning 
to  work. 

b.  Social  Security  payment  regula- 
tions should  be  changed  to  en- 
courage a  return  to  work. 

6.  The  handicapped  symbol 
should  have  wider  usage. 

a.  Telephone  companies  should  be 
required  to  use  the  symbol  in  yel- 
low pages  beside  businesses  and 
services  which  are  barrier-free. 

b.  State  road  maps  should  include 
the  handicapped  symbol  for  bar- 
rier-free rest  stops. 

c.  One  of  the  state  agencies  for 
handicapped  should  serve  as  a 
certification  group  for  users  of  the 
symbol. 

7.  The  state's  evaluation  of  its 
mental  health  systems  should  in- 
clude: 

a.  A  look  at  physical  accessibility  of 
each  facility. 

b.  A  record  of  which  centers  have 
professionals  skilled  in  different 
kinds  of  counseling  with  the 
handicapped  (e.g.,  sexual  coun- 
seling). 


c.   An  evaluation  of  the  possibility  of 
upgrading  the  positions  of  people 
with  special  skills  with  the  handi- 
capped. 
8.   The   hospice  program  should 

be  supported. 


VIII.  RURAL  CONCERNS 
AND  MIGRANTS 


Seventy-five  percent  of  the  popu- 
lation of  North  Carolina  reside  in  ru- 
ral areas.  The  breakout  session  on 
rural  concerns  and  migrants  urgent- 
ly requests  that  there  be  created  with- 
in state  government  a  high  level  of- 
fice for  advocacy  for  rural  concerns 
including  the  concerns  of  the  mi- 
grant farm  workers.  The  following  are 
the  priorities  established  by  the  ses- 
sion on  rural  concerns  and  mi- 
grants: 

1.  The  General  Assembly  should 
appropriate  funds  to  the  Division  of 
Mental  Health  Services  to  support 
mental  health  services  for  migrants. 

2.  Mental  health  professionals 
should  be  assigned  to  existing  health 
care  facilities  used  by  migrants  to 
provide  day  treatment  programs  and 
outpatient  care. 

3.  Mental  health  services  should 
be  expanded  by  establishing  de- 
fined linkages  between  mental  health 
clinics  and  primary  care  delivery  sys- 
tems within  rural  communities  using 
the  most  appropriate  entry  point  and 
flexible  hours  of  operations  and  by 
appropriating  adequate  funding. 

4.  The  recommendations  made 
by  the  Governor's  Committee  on 
Rural  Public  Transportation,  Decem- 
ber, 1978,  should  be  implemented. 

5.  Funding  should  be  provided  to 
place  a  paid  volunteer  coordinator  in 
each  mental  health  clinic. 

6.  A  holistic  approach  to  the 
problem  of  domestic  violence  should 
be  implemented  including  services  to 
the  victims  of  spouse  and  child 
abuse,  individuals  who  respond  to 
stress  with  agression  and  abuse,  and 
prevention  of  conditions  which  pre- 
cipitate violence  in  the  family. 

7.  Clear  and  specific  statewide 
goals  should  be  developed  for  use  of 
training  and  retraining  programs  as  a 
strategy  to  increase  mental  health 
services  in  rural  areas  with  empha- 
sis placed  on  training  individuals 
from  local  communities. 

8.  The  delivery  of  health/mental 
health    services    with    appropriate 
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funding  for  employment  of  qualified 
staff  members  to  provide  such  serv- 
ices should  be  integrated  into  the  ru- 
ral school  system. 

9.  A  central  medical  records  re- 
trieval system  with  major  emphasis 
on  migrant  and  seasonal  farm  work- 
ers should  be  developed. 

10.  Shelter  facilities  for  battered 
wives,  children,  and  migrants,  social 
detoxification  for  alcoholics,  and 
temporary  housing  for  displaced  per- 
sons should  be  established.  Special 
emphasis  should  be  placed  on  the 
health/mental  health  needs  of  wo- 
men in  rural  communities. 


IX.    LEGAL    AND    ETHICAL 
CONCERNS 


SPECIAL  PRIORITIES 

Funds  should  be  appropriated  for 
training  teachers,  educators,  health 
professionals,  and  legal  advocates 
for  the  mentally  and  physically 
handicapped.  A  special  commis- 
sion should  be  formed  to  examine  in- 
dividual rights  to  refuse  treatment. 
Both  parties  at  commitment  hearings 
should  be  equally  represented.  Zon- 
ing laws  that  discriminate  against  the 
mentally  handicapped  should  be  re- 
pealed. 

The  legal  and  ethical  concerns 
breakout  session  bases  its  recom- 
mendations on  four  fundamental 
principles  which  it  regards  as  vital  in 
defining  how  state  and  local  govern- 


ments should  relate  to  the  mentally 
handicapped: 

Equity.  Services  must  be  based  on 
specific  needs  of  mentally  handi- 
capped persons  rather  than  on  the 
political  strengths  of  their  advocates. 

"Least  restriction"  and  "choice". 
Handicapped  persons  should  be  ap- 
propriately placed  and  treated  ac- 
cording to  their  individual  condi- 
tions. Laws,  regulations,  or  service 
delivery  guidelines  that  place  re- 
strictions on  choices  by  the  mentally 
handicapped,  their  representatives 
or  treating  professionals  with  regard 
to  placement  or  treatment  should  be 
avoided. 

Procedural  and  substantive  due 
process.  Mentally  handicapped  per- 
sons have  the  right  to  participate  di- 
rectly or  through  representatives  in 
government  decisions  and  proce- 
dures that  affect  them.  Their  liber- 
ties, rights,  privileges,  and  immuni- 
ties are  the  same  as  those  of  their 
nonhandicapped  peers,  subject  only 
to  the  lawful  limitations  or  depriva- 
tions according  to  the  needs  and  ca- 
pacities of  the  individual  and  needs 
of  the  state  and  local  governments. 

Normalization.  Restriction,  limita- 
tions, and  denials  of  the  liberties, 
rights,  privileges,  and  immunities  of 
the  mentally  handicapped  are  justi- 
fied only  to  the  extent  that  their  ca- 
pacities and  conditions  are  less  than 
those  of  nonhandicapped  citizens  of 
the  same  age  and  jurisdiction. 

Each  of  the  above  principles  has 
an  important  role  in  the  following  rec- 
ommendations: 

1.   Training 

a.  The  Department  of  Human  Re- 
sources and  the  Department  of 
Correction  should  be  funded  by 
the  General  Assembly  to  train 
substitute  teachers  for  the  edu- 
cation of  mentally  or  physically 
handicapped  children  in  their  fa- 
cilities. 

b.  The  Department  of  Public  In- 
struction and  the  University  of 
North  Carolina  system,  acting 
through  cooperative  programs, 
should  provide  pre-service  and 
in-service  training  programs  for 
teachers  of  nonhandicapped  chil- 
dren, vocational  educat-ors, 
counselors,  administrators,  par- 
aprofessionals,  and  teachers' 
aides. 

c.  The  General  Assembly  should 
charge  the  Commission  on  Child- 
ren with  Special  Needs  or  the  Ad- 
visory Council   on   Education   of 


Exceptional  Children  to  evaluate 
and  make  recommendations  con- 
cerning vocational  education, 
professional  certification,  recerti- 
fication,  and  training  as  conduct- 
ed by  all  state  agencies  and  insti- 
tutions. Particular  note  should  be 
paid  to  duplication  of  efforts,  gaps 
in  training,  accessibility,  and  ap- 
propriate training  for  mentally  or 
physically  handicapped  people. 

d.  Colleges  and  universities  should 
be  encouraged  and  assisted  to 
train  educational  personnel  in 
methodologies  appropriate  for  in- 
struction of  unserved  mentally  or 
physically  handicapped  children 
and  adults  in  regular  classes  and 
programs  or  in  the  least  restric- 
tive environments.  A  program  to 
evaluate  pre-service,  regular,  and 
special  teachers  should  be  im- 
plemented soon  to  insure  that 
graduates  of  teacher  training  pro- 
grams are  well  trained. 

e.  Colleges  and  universities  should 
be  assisted  to  integrate  appro- 
priate curriculum  content  related 
to  mentally  or  physically  handi- 
capped minorities,  blacks,  native 
Americans,  and  women  in  their 
courses  for  training  of  teachers. 

2.   Advocacy  (See  also  XII. 2) 

a.  The  State  of  North  Carolina 
should  follow  the  President's 
Commission  on  Mental  Health  in 
supporting  additional  appropri- 
ations to  provide  comprehensive 
advocacy  services  including  legal 
and  nonlegal  services  for  per- 
sons with  mental  handicaps. 

b.  The  state  should  support  efforts 
by  which  currently  existing  legal 
aid,  legal  services,  public  de- 
fender programs,  and  the  private 
bar  at  large  can  more  adequately 
represent  mentally  handicapped 
persons  at  every  stage  at  which 
such  persons  have  contact  with 
the  mental  health  system.  These 
efforts  should  be  directed  at  pro- 
viding a  continuity  of  legal  care. 

c.  The  Legal  Services  of  North 
Carolina  should  establish  special 
training  programs  for  local  of- 
fices, personnel,  and  a  state  sup- 
port center  to  assist  local  offices 
in  representation  of  mentally 
handicapped  persons. 

d.  Legislation  should  be  passed 
which  would  give  the  advocacy 
council  standing  to  litigate  on  be- 
half of  mentally  handicapped  per- 
sons whose  civil  and/or  constitu- 
tional rights  have  been  violated. 
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e.  Legislation  should  mandate  the 
Law  Enforcement  Assistance  Ad- 
ministration of  the  Department  of 
Justice  to  provide  economic, 
staff,  and  training  support  to  state 
and  local  public  defender  and  pri- 
soners' rights  programs  so  as  to 
provide  more  effective  represen- 
tation for  mentally  handicapped 
persons  who  have  been  crimi- 
nally charged  and/or  who  are  in- 
carcerated. 

f.  The  Governor  and  the  General 
Assembly  should  establish  and 
fund  an  advocacy  program  at 
each  of  the  state's  four  mental  re- 
tardation centers  and  five  training 
schools.  Each  program  should  be 
independent  of  the  Department  of 
Human  Resources. 

g.  The  North  Carolina  Bar  Associ- 
ation and  the  local  bar  associa- 
tion should  train  members  of  the 
private  bar  and  establish  lawyer 
referral  panels  to  represent  men- 
tally handicapped  persons. 

h.  The  advocacy  councils  under  the 
Department  of  Administration 
which  have  mandates  to  serve 
persons  with  developmental  dis- 
abilities, mental  illness,  and  other 
disabilities  should,  along  with  the 
Division  of  Vocational  Rehabil- 
itation, undertake  activities  which 
stimulate  development  of  inde- 
pendent living  situations  for  adults 
in  these  categories. 

3.  Civil  Commitment 
Proposed  statutes  before  the  Gen- 
eral Assembly  that  will  enhance 
equal  representation  for  both  parties 
at  commitment  hearings  (S.B.  340), 
expand  the  definition  of  "imminently 
dangerous"  to  include  patients  in 
danger  of  serious  debilitation,  and 
that  will  clarify  mechanisms  for  out- 
patient commitment  should  be 
adopted. 

4.  Right  to  Treatment 

a.  North  Carolina  statutes  already 
provide  for  the  right  to  treatment, 
protection  from  harm,  and  other 
rights  for  patients  at  regional  hos- 
pitals. Funds  to  the  state  institu- 
tions should  be  increased  to  al- 
low them  to  provide  sufficient  staff 
to  ensure  the  right  to  protection 
from  harm  which  is  mandated  by 
state  law. 

b.  The  General  Assembly  should 
create  a  special  commission  to 
study  and  make  recommenda- 
tions concerning  the  rights  of  in- 
stitutionalized and  other  mentally 
handicapped   people  to  consent 


or  refuse  to  consent  to  treatment 
by  state  and  local  mental  health 
professionals.  The  commission 
should  report  its  findings  and  rec- 
ommendations to  the  Mental 
Health  Study  Commission  in  time 
for  that  commission  to  hold  hear- 
ings and  report  to  the  1981  Gen- 
eral Assembly. 

c.  The  state's  Patients'  Rights  Act 
should  be  amended  so  that  it 
clearly  applies  to  community- 
based  and  state  licensed  group 
homes  or  other  congregate  living 
facilities  and  to  area  mental  health 
programs.  The  Patients'  Rights 
Act  should  also  be  amended  to 
prohibit  the  following  treatments: 
coma  or  subcoma  insulin  thera- 
py, carbon  dioxide  or  similar  in- 
halation treatments,  or  medically 
prescribed  highly  addictive  sub- 
stances, such  as  methadone, 
from  being  given  to  any  patient 
over  his  objection.  Further,  be- 
havioral therapy  utilizing  aversive 
conditioning  should  not  be  given 
over  a  patient's  objections  until 
approved  by  the  patient  advo- 
cate and/or  the  institutional  re- 
view board.  Institutions  should 
develop  such  boards  with  the  ca- 
pability of  responding  to  a  re- 
quest from  treatment  profession- 
als within  72  hours  so  as  not  to 
delay  necessary  treatment  for 
serious  behavioral  conditions 
such  as  severe  self-mutilation. 

d.  State  agencies  providing  serv- 
ices to  mentally  handicapped 
people  should  inform  patients 
and  staff  of  the  meaning  of  pa- 
tients' rights  laws  and  all  laws  af- 
fecting mentally  handicapped 
people  in  North  Carolina. 

5.   Professional  Liaison  and  Train- 
ing 

a.  The  Department  of  Human  Re- 
sources, acting  principally 
through  the  Division  of  Mental 
Health/Mental  Retardation  Serv- 
ices, should  establish  a  perma- 
nent liaison  relationship  with  the 
Mental  Health  Study  Commis- 
sion, the  Administrative  Office  of 
the  Courts,  the  public  and  private 
providers  of  mental  health  serv- 
ices, and  advocacy  groups  rep- 
resenting the  interests  of  mental- 
ly handicapped  persons.  No  laws 
or  policies  should  be  formed  at 
administrative  levels  of  the  De- 
partment of  Human  Resources, 
the  General  Assembly,  the  study 
commission,   or  the  Administra- 


tive Office  of  the  Courts  without 
participation  by  professionals  re- 
sponsible for  implementing  such 
policies, 
b.  The  law  and  mental  health  con- 
tinuing education  programs  for 
legal  and  mental  health  treatment 
professionals  offered  by  the  Uni- 
versity of  North  Carolina  system, 
particularly  at  the  Institute  of  Gov- 
ernment should  be  supported  and 
expanded. 

6.  Guardianship 

a.  The  recommendation  of  (1)  the 
Mental  Health  Study  Commis- 
sion to  repeal  G.S.  35-3  (the  cer- 
tificate of  incompetency  law),  and 
(2)  the  recommendations  of  the 
1978  Developmental  Disabilities 
Council  Task  Force  on  Limited 
Guardianship  to  amend  G.S. 
Chapter  35,  Article  1A  (incompe- 
tency and  guardianship  for  men- 
tally ill  and  developmentally  dis- 
abled adults)  should  be  support- 
ed vigorously. 

b.  The  General  Assembly  should 
create  and  fund  public  guardians 
who  would  serve  as  guardians  for 
indigent  persons  adjudicated  in- 
competent under  G.S.  35.  The 
General  Assembly  should  also 
create  and  fund  positions  of  spe- 
cial advocates  for  petitioners  in 
such  guardianship  proceedings. 

7.  Confidentiality 

a.  Revision  of  the  Department  of  Hu- 
man Resources  guidelines  on 
confidentiality  are  currently  being 
reviewed  through  the  Admin- 
istrative Procedures  Act.  As  cur- 
rent North  Carolina  statutes  con- 
tain few  safeguards  for  confiden- 
tiality, it  is  recommended  that  the 
Mental  Health  Study  Commis- 
sion carefully  review  the  imple- 
mentation and  impact  of  these 
guidelines  after  they  are  in  effect 
and  report  to  the  1981  General 
Assembly  with  statutory  recom- 
mendations. The  breakout  ses- 
sion supports  the  proposed 
guidelines  and  recommends  their 
adoption  by  the  Standards  Com- 
mittee and  the  Department  of  Hu- 
man Resources. 

b.  Proposed  Department  of  Human 
Resources  guidelines  provide  for 
patient  access  to  records  unless 
the  responsible  therapist  feels  ac- 
cess would  be  harmful  to  the  pa- 
tient. If  the  responsible  therapist 
denies  access,  an  appeals  board 
including  at  least  one  nonmedi- 
cal person,  such  as  an  advocate. 
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shall  make  the  final  decision.  The 
breakout  session  supports  this 
proposal  and  recommends  that 
prisoners  under  the  Department 
of  Correction  be  given  explicitly 
the  same  rights  of  access  to  their 
records  as  other  mental  health 
consumers  (this  is  not  presently 
done). 

c.  North  Carolina  statutes  already 
provide  that  release  of  patient  in- 
formation by  a  state  employee 
without  authorization  is  a  misde- 
meanor. The  proposed  new  De- 
partment of  Human  Resources 
guidelines  would  authorize  re- 
lease by  state  employees  with  pa- 
tient consent,  under  court  sub- 
poena or  judge's  order,  in  cases 
of  emergency,  and  among  vari- 
ous state  mental  health  facilities 
that  provide  services  to  the  same 
patient.  Legislation  already  rati- 
fied by  the  1979  General  As- 
sembly, H.B.  415,  provides  stat- 
utory basis  for  sharing  informa- 
tion among  state  mental  health  fa- 
cilities. The  session  supports 
these  guidelines  and  the  ratified 
bill. 

d.  No  third  party  shall  have  access 
to  a  patient's  records  without  the 
patient's  written  consent,  includ- 
ing spouses,  parents,  children, 
and  third-party  payors. 

e.  North  Carolina  should  adopt  the 
Federal  Rehabilitation  Acts  503 
and  504  with  respect  to  preem- 
ployment  inquiry  which  would 
prohibit  discrimination  on  the 
basis  of  mental  health  treatment. 

f.  Records  of  civil  commitment 
hearings  should  be  excluded  by 
statute  from  public  scrutiny  with- 
out authorization.  Access  to  com- 
mitment records  should  be  sub- 
ject to  the  same  regulations  and 
statutes  as  ail  other  patient  rec- 
ords. 

g.  Peer  review  should  be  required 
for  third-party  payors  to  evaluate 
the  necessity  and  appropriate- 
ness of  treatment.  There  should 
be  stricter  regulation  and  en- 
forcement of  confidentiality  of 
records  held  by  insurance  com- 
panies and  businesses.  The  Men- 
tal Health  Study  Commission 
should  continue  to  study  confi- 
dentiality issues  and  report  to  the 
1981  General  Assembly. 

8.  General  Benefits 
The  state  should   make  a  stronger 
commitment  to  community-based  al- 
ternatives to   institutional   care   and 


should  allocate  additional  Medicaid 
payments  to  cover  hospital  care  of 
mental  patients  between  the  ages  of 
21  and  65. 

9.   Housing 

a.  City  and  county  governments 
should  not  enact  land  use  ordi- 
nances or  regulations  that  ex- 
clude community  living  facilities 
for  mentally  handicapped  people 
solely  on  the  basis  that  the  facil- 
ities will  be  occupied  by  such 
people.  Communities  that  en- 
force such  ordinances  should  not 
receive  state  aid  for  housing  and 
community  development.  State 
zoning  laws  should  also  prohibit 
the  excessive  concentration  of 
group  homes  in  any  single  neigh- 
borhood or  municipality  within  the 
state. 

b.  The  state  should  allocate  addi- 
tional community  development 
block  grant  funds  for  the  devel- 
opment of  more  group  care  facil- 
ities. 

c.  The  terms  "community  living  fa- 
cilities", "group  homes",  and 
"family"  should  be  defined  by 
state  and  local  law  so  as  not  to  ex- 
clude community-based  congre- 
gate living  facilities  for  mentally 
handicapped  people  solely  on  the 
basis  that  the  facilities  will  be  oc- 
cupied by  such  people. 

d.  The  General  Assembly  should 
enact  an  antidiscrimination  stat- 
ute (as  part  of  G.S.  Chapter  168) 
making   it  unlawful  for  the  state 


and  any  city,  county,  or  special 
government  to  discriminate 
against  mentally  handicapped 
people  solely  on  the  basis  that 
they  are  mentally  handicapped. 
Such  a  statute  should  specifical- 
ly include  antidiscrimination  in 
housing  provisions  and  should 
conform  generally  to  the  model 
statute  published  by  the  Ameri- 
can Bar  Association  Commission 
on  the  Mentally  Disabled,  Devel- 
opmental Disabilities  State  Leg- 
islative Project, 
e.  City  and  county  governments 
should  adopt  zoning  and  other 
land  use  ordinances  and  regula- 
tions affecting  mentally  handi- 
capped people  living  in  commu- 
nity congregate  settings.  The  or- 
dinances and  regulations  should 
conform  generally  with  the  prin- 
ciples set  out  in  "Zoning  for  Com- 
munity Homes",  a  publication  of 
the  American  Bar  Association  De- 
velopmental Disabilities  State 
Legislative  Project,  and  the  Amer- 
ican Society  of  Planning  Offi- 
cials' Advisory  Service  publica- 
tion "Zoning  for  Family  and 
Group  Care  Facilities"  (1974). 

10.   Education 

a.  State  government  through  ap- 
propriations from  the  General  As- 
sembly, local  education  agen- 
cies, (LEAs)  and  from  county 
commissioners  should  fully  fund 
North  Carolina  special  education 
laws  and  specify  a  timetable  for 
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funding. 

b.  Compensatory  education  for 
mentally  or  physically  handi- 
capped adults  who  were  denied 
an  equal  educational  opportunity 
while  they  were  children  should 
be  offered  by  the  Department  of 
Public  Instruction,  the  Depart- 
ment of  Human  Resources,  and 
the  Department  of  Correction. 
Such  education  for  adults  should 
not  be  provided  through  such 
agencies  as  the  Department  of 
Community  Colleges  and  others 
accustomed  to  providing  adult 
education. 

c.  Public  awareness  programs 
should  focus  on  the  educational 
rights  and  abilities  of  mentally  and 
physically  handicapped  adults. 

11.  Experimental  Research 

a.  Institutionalized  patients  should 
not  bear  a  disproportionate  share 
of  the  risk  for  research,  and  vol- 
untary participation  with  written 
consent  should  be  required  for  le- 
gally competent  patients. 

b.  Covert  experimentation  involving 
significant  risks  should  not  be 
permitted  under  any  circum- 
stances. The  institutional  review 
board,  or  some  similar  body, 
should  be  the  final  judge  of  the 
significance  of  risks. 

c.  The  consent  for  patients  who  are 
legally  incompetent,  either 
through  age  or  legal  judgment, 
should  be  required  of  the  legal 
guardian  in  writing  before  any 
such  patient  may  participate  in  re- 
search. 

12.  Mental    Health    Services    to 
Prisoners  (See  also  XVI.) 

a.  Mentally  handicapped  prisoners 
should  be  provided  quality  men- 
tal health  services  delivered  on  a 
voluntary  basis  with  confidential- 
ity comparable  to  that  which  ex- 
ists in  other  areas  of  state  mental 
health  care.  Participation  in  treat- 
ment should  be  unrelated  to  re- 
lease conditions  and  Medicaid  re- 
imbursement should  include  pay- 
ments for  voluntary  mental  health 
care  in  jails  and  prisons. 

b.  The  state  and  federal  govern- 
ments should  place  a  high  prior- 
ity on  allocation  of  funds  for  the 
improvement  of  prison  living  con- 
ditions in  order  for  mental  health 
services  to  be  optimally  effective. 

c.  Prisoners  from  racial  or  ethnic  mi- 
norities should  have  access  to 
mental  health  professionals 
trained  to  work  with  patients  from 


minority  groups.  Provisions  in  the 
state's  educational  programs  for 
mental  health  professionals 
should  require  such  training  sim- 
ilar to  that  recommended  pre- 
viously for  teachers  of  mentally  or 
physically  handicapped  children 
in  public  schools.  (See  also  IX. 
1,B.) 

d.  Inmates  in  the  custody  of  the  De- 
partment of  Correction  should  be 
permitted  to  seek  voluntary  ad- 
mission to  a  regional  psychiatric 
facility  with  the  consent  of  both 
the  Department  of  Correction  and 
the  Department  of  Human  Re- 
sources (as  provided  in  S.B.  292, 
the  1979  session  of  the  General 
Assembly). 

e.  Mental  health  professionals 
should  not  provide  predictions  of 
future  criminal  behavior  for  use  in 
sentencing  or  parole  decisions 
regarding  individual  offenders.  If 
a  mental  health  professional 
deems  it  appropriate  to  provide 
such  predictions,  the  following  in- 
formation should  be  clearly  spec- 
ified: (1)  the  acts  being  predict- 
ed; (2)  the  estimated  probability 
that  these  acts  will  be  committed 
in  a  given  time  period;  and  (3)  the 
factors  on  which  the  prediction  is 
made. 

f.  A  combined  committee  of  the 
Mental  Health  Study  Commission 
and  the  Criminal  Code  Commis- 
sion should  be  formed  to  study 
laws  relating  to  competency  of 
criminal  defendants. 


X.  RESEARCH 


1.  There  should  be  an  emergen- 
cy budget  request  to  provide  aug- 
mented support  in  the  legislative  in- 
terim and  research  funds  should  be 
immediately  increased  from  0.16 
percent  of  the  Division  of  Mental 
Health/Mental  Retardation  budget  to 
0.32  percent.  Looking  toward  the  fu- 
ture, the  session  recommends  an  an- 
nual increment  toward  the  goal,  at  the 
end  of  five  years,  of  having  the  funds 
for  research  equal  to  2  percent  of  the 
Division  of  Mental  Health/Mental  Re- 
tardation budget. 

2.  An  advisory  council  should  be 
formed  to  provide  guidance  to  the  re- 
search program  of  the  Division  of 
Mental  Health/Mental  Retardation. 

3.  Clinical  research  should  re- 
ceive greater  emphasis  than  is  cur- 
rent in  the  mental  hospital  system.  To 
this  end  five  to  ten  new  clinical  re- 
search positions  should  be  funded. 

4.  Any  additional  funding  re- 
ceived by  the  Division  of  Mental 
Health/Mental  Retardation  Services 
should  be  made  available  for  grant 
requests  from  both  within  the  state 
mental  health  system  and  from  qual- 
ified outside  researchers  such  as 
those  in  the  universities.  The  alloca- 
tion of  such  grant  funds  would  be 
guided  by  the  advisory  council  rec- 
ommended above.  Existing  systems 
of  contracts  and  the  formula  for  the 
availability  of  grant  monies  are  seen 
as   constraining  statewide  research 
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development. 

5.  A  social  science  research  lab- 
oratory should  be  established  to  re- 
store a  previously  existing  research 
competence.  Important  research  on 
problems  of  organization,  admin- 
istration, and  patient  care  formerly 
undertaken  were  forced  to  cease  by 
the  withdrawal  of  funds.  The  restora- 
tion of  these  funds  for  this  compe- 
tence is  strongly  urged.  The  pro- 
gram of  such  a  laboratory  would  in- 
clude the  collection  and  dissemina- 
tion of  basic  data  and  research  in- 
formation of  utility  throughout  the 
system. 

6.  A  state  mental  health  research 
institute  should  be  established  in 
close  geographic  proximity  to  a  uni- 
versity medical  center.  Such  an  in- 
stitute would  make  available  a  great- 
er breadth  and  variety  of  resources 
for  mental  health  research  than  can 
currently  be  achieved.  States  that 
have  such  a  facility  have  been  and 
continue  to  be  enormously  success- 
ful in  capturing  sustained  federal 
support. 

(see  also  IX.10;  XIII. 2, 8.) 


XI.  EDUCATION  OF  THE 
PUBLIC 


The  breakout  session  on  educa- 
tion of  the  public  recommends  the 
following  as  top  priorities  for  action: 

1.  The  Governor  should  move  to 
establish  and/or  maximize  quality 
consultation  and  education  services 
in  every  county  of  North  Carolina. 

2.  The  Governor  should  move  to 
establish  a  consultation  and  educa- 
tion services  office  at  the  state  level 
by  consolidating  existing  offices  and 
resources. 

3.  North  Carolina  should  take  im- 
mediate action  to  implement,  as  a 
model  for  consultation  and  educa- 
tion services,  mental  health  educa- 
tion to  improve  the  abilities  of  com- 
munity caregivers  (including  school 
personnel)  both  public  and  private, 
professional  and  nonprofessional, 
political  leaders  and  others  who  are 
in  a  position  to  affect  the  lives  of  the 
general  public. 

4.  North  Carolina  should  move  to 
establish  a  mental  health  media  re- 
source center  to  serve  as  both  a  co- 
ordinating mechanism  for  national, 
state,  and  local  resources  and  as  a 
one-step  resource  for  state  and  lo- 
cal agencies  and  organizations  con- 


cerned   with    mental    health    aware- 
ness and  mental  health  education. 

5.  The  Governor  should  convene 
a  coalition  on  mental  health  aware- 
ness and  education  to  define  needs, 
goals,  problems,  and  proposed  so- 
lutions for  making  North  Carolinians 
more  aware  and  better  educated 
about  mental  health  with  emphasis 
on  stigma,  public  attitudes,  and  pos- 
itive daily  living.  Through  the  Gover- 
nor's Office  of  Citizen  Affairs,  local 
coalitions  should  be  encouraged  to 
carry  out  projects  specific  to  local 
needs. 

6.  Under  the  sponsorship  of  the 
Governor  and  appropriate  govern- 
ment and  volunteer  agencies,  peri- 
odic convocations  of  leaders  devot- 
ed specifically  to  information  and  in- 
sight into  mental  health  concerns 
should  be  held  in  North  Carolina. 
Such  convocations  in  the  form  of  re- 
treats, intensive  briefings,  and  onsite 
tours  should  involve  the  Governor 
and  state  officials,  legislative  lead- 
ers, local  officials,  and  a  mixture  of 
representative  leaders  in  business 
and  the  press. 

7.  Development  of  convenient  en- 
try points,  community-based  facil- 
ities, and  easily  discernable  access 
are  major  elements  of  any  govern- 
mental program.  They  should  be  es- 
pecially encouraged  at  all  levels  of 
the  mental  health  care  system  both 
through  public  and  volunteer  efforts. 

8.  The  Governor,  through  appro- 
priate budget  officials  and  depart- 
mental secretaries,  should  convene  a 


task  force  study  of  present  resour- 
ces and  performance  of  government 
informational  and  educational  units 
concerned  with  mental  health.  The 
task  force  would  assess  needs,  pre- 
pare detailed  recommendations  for 
improvements,  develop  mecha- 
nisms for  continued  coordination  and 
cooperation  between  units,  and  pro- 
pose strategies  for  improving  the  de- 
livery of  informational  services. 

9.  Working  through  budget  offi- 
cials and  heads  of  departments,  the 
Governor  should  make  certain  that 
proper  identification  of  mental  health 
educational  needs  are  developed  to 
be  included  in  curriculum  guides, 
state  policies,  and  legislative  pro- 
posals dealing  with  health  education 
in  the  public  schools. 

10.  The  Board  of  Governors  of 
the  University  of  North  Carolina  sys- 
tem should  develop  a  policy  direct- 
ing constituent  institutions  of  the  uni- 
versity to  integrate  sound  mental 
health  educational  elements  in  ap- 
propriate programs  especially  in 
education  and  health  care  pro- 
grams. 

11.  The  North  Carolina  Press  As- 
sociation should  convene  a  commit- 
tee at  its  annual  convention  to  as- 
sess the  possibility  of  a  special  pro- 
gram on  mental  health  coverage,  and 
to  select  representatives  to  a  state- 
wide coalition  on  mental  health 
awareness  and  education. 

12.  The  North  Carolina  Broad- 
casters Association  should  convene 
a  committee  to  assess  the  news  and 
public  service  aspects  of  radio-tele- 
vision attention  to  mental  health  mat- 
ters in  North  Carolina  and  to  name 
representatives  to  a  coalition. 

13.  The  North  Carolina  Editorial 
Writers  Conference  should  be  en- 
couraged to  develop  an  annual  pro- 
gram devoted  primarily  to  mental 
health  issues  and  needs  in  North 
Carolina. 

14.  The  public  educational  po- 
tential of  public  service  television  and 
of  paid-for  media  efforts  on  com- 
mercial stations  needs  to  be  utilized 
for  mental  health  purposes.  It  should 
be  aimed  at  young  children  who,  re- 
search shows,  spend  as  much  as 
one-third  of  their  waking  time  viewing 
television.  Such  an  effort  should  work 
with  the  state's  public  television  au- 
thorities and  the  North  Carolina 
Broadcasters  to  develop  resources, 
provide  funds,  and  dissiminate  men- 
tal health  awareness  and  informa- 
tion materials  to  public  and  com- 
mercial broadcasters. 
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15.  The  Governor  should  both 
encourage  and  require  area  health 
education  centers  and  regional 
health  planning  organizations  to  in- 
tegrate mental  health  educational  ef- 
forts in  their  programs  and  planning. 
(See  also  XII.  7.) 


XII.   MENTAL  RETARDA- 
TION/DEVELOP- 
MENTAL DISABILITIES 


1.  The  full  qualification  of  all  insti- 
tutional facilities  as  Intermediate  Care 
Facilities/Mental  Retardation 
(ICF/MR)  units  must  be  carried 
forward  to  completion.  In  order  to 
provide  a  total  state  program  which 
meets  acceptable  standards  of  qual- 
ity, the  state  of  North  Carolina  should 
guarantee  that  all  federal  funds  gen- 
erated to  the  state  by  ICF/MR  Title 
XIX  qualifications  be  employed  to 
supplement  the  total  funds  available 
for  services  to  mentally  retarded  per- 
sons in  the  community  as  well  as  in- 
stitutional settings. 

2.  The  State  of  North  Carolina 
should  give  priority  to  the  full  estab- 
lishment of  specialized  community- 
based,  habilitative  services  for  men- 
tally retarded  and  developmentally 
disabled  persons.  A  network  of  pro- 
grams established  in  the  communi- 
ties of  the  state  should  include,  but 
not  be  limited  to  public  education, 
prevention,  early  childhood  inter- 
vention, developmental  day  care 
centers,  adult  developmental  activity 
programs,  specialized  community 
residential  and  group  home  pro- 
grams, specialized  foster  care,  re- 
spite care,  case  management,  and 
specialized  services  for  families  who 
have  handicapped  individuals  in  their 
homes. 

Such  programs  would  prevent  in- 
stitutionalization and  provide  a  set  of 
services  to  help  the  deinstitutional- 
ization of  persons  now  placed  in  state 
institutions  and  residential  facilities. 

Full  implementation  of  this  con- 
tinuum of  care  strategy  would  erase  a 
current  barrier  to  service  caused  by  a 
geographic  approach  to  service  de- 
velopment for  handicapped  individ- 
uals. 

3.  Review  and  revise  North  Caro- 
lina statutes  to  guarantee  contin- 
uous public  responsibility  for  the  es- 
sential needs  of  the  mentally  retard- 
ed/developmentally    disabled     per- 


sons of  any  age.  This  should  simpli- 
fy procedures  for  eligibility  for  and 
access  to  protective  developmental 
and  supportive  services  covering  in- 
come maintenance,  social  services, 
health  services,  educational  oppor- 
tunity, vocational  development, 
housing,  the  protection  of  the  courts, 
and  other  essential  requirements.  A 
statewide  case  management  system 
should  be  established  to  guarantee 
access  to  appropriate  service  com- 
ponents. 

4.  A  statewide  network  of  early 
identification,  evaluation,  and  inter- 
vention programs  should  be  estab- 
lished to  prevent  institutionalization, 
correct  developmental  disabilities, 
and  enhance  the  function  of  deve- 
lopmentally disabled  and  mentally 
retarded  infants  and  young  children, 
This  activity  should  include  a  study  to 
determine  effective,  efficient  means 
to  better  educate  and  train  high  risk 
parents  in  parenting  skills.  Addition- 
al prevention  and  intervention  activi- 
ties should  include  community- 
based  programs  to  serve  pregnant 
adolescents  and  provide  regional 
perinatal  programs  for  high  risk  iden- 
tification along  with  such  prevention 
programs  as  hypothyroid  screening, 
genetics  counseling,  and  neural  tube 
defect  screening. 

Services  for  prevention  of  devel- 
opmental disabilities  and  mental  re- 
tardation on  primary  and  secondary 


levels  should  be  piloted  in  one  or  two 
communities.  This  activity  should  be 
accompanied  by  a  comprehensive 
and  intensive  public  information  pro- 
gram. Cost  benefit  studies  should  ac- 
company this  activity  to  demonstrate 
its  value. 

5.  The  State  of  North  Carolina 
should  plan  and  implement  a  state- 
wide training  effort  designed  to  meet 
professional  and  paraprofessional 
manpower  needs  for  community- 
based  services  to  developmentally 
disabled  and  mentally  retarded  per- 
sons and  their  families.  This  effort 
should  be  a  coordinated  activity  be- 
tween agencies  of  state  government 
and  institutions  of  higher  education  in 
North  Carolina  so  that  a  full  utiliza- 
tion of  service,  education,  and  train- 
ing organizations  can  be  accom- 
plished with  staff  training  and  devel- 
opment program  duplication  avoid- 
ed. This  statewide  training  effort 
should  include  training  for  handi- 
capped persons  in  methods  of  ac- 
cessing services  as  well  as  tech- 
niques for  participating  in  program 
planning  and  development  activi- 
ties. 

6.  The  state  of  North  Carolina 
should  give  priority  to  the  develop- 
ment of  specialized  habilitative  serv- 
ices for  mentally  retarded,  behavior- 
ally  disordered  individuals.  A  con- 
tinuum of  programs  and  services  for 
mentally      handicapped/emotionally 
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disturbed  children  and  adults  is  sore- 
ly needed.  This  would  require  the  de- 
velopment of  small  residential  pro- 
grams to  relieve  stress  on  families 
with  such  handicapped  persons  and 
provide  a  specialized  service  not 
found  in  current  special  or  generic 
service  programs. 

7.  A  comprehensive  and  effec- 
tive campaign  should  be  mounted  to 
educate  the  public  in  North  Carolina 
at  all  levels  and  in  all  walks  of  life 
concerning  the  mentally  retarded 
and  developmentally  disabled.  This 
public  education  activity  should  in- 
clude information  about  prevention, 
intervention,  the  array  of  services 
necessary  to  meet  the  needs  of  men- 
tally retarded  and  developmentally 
disabled  persons.  (See  also  XI.) 

8.  The  four  regional  mental  retar- 
dation centers  in  North  Carolina 
should  be  further  improved  to  serve 
those  persons  requiring  residential 
care  and  should  be  developed  and 
converted  to  the  extent  necessary  in- 
to regional  resource  centers  for  com- 
munity-based services;  for  special- 
ized consultation  and  technical  as- 
sistance; for  the  provision  of  diag- 
nostic, medical,  developmental,  and 
behavioral  intervention;  and  for  staff 
development  and  training.  Addition- 
al staff,  facility,  and  fiscal  resources 
may  be  required  in  order  to  accom- 
plish this  network  of  regional  re- 
source centers  concept. 

9.  A  formal  and  continuous  eval- 
uation system  should  be  established 
to  ensure  the  continuing  quality  and 
availability  of  programs  and  services 
for  the  mentally  retarded  and  devel- 
opmentally disabled  in  North  Caroli- 
na. 

10.  A  statewide  protection  and 
advocacy  system  should  be  devel- 
oped as  soon  as  possible,  linking  all 
government  advocacy  agents  in  such 
a  way  that  a  person  with  a  handicap- 
ping condition  whose  rights  have  not 
been  respected  can  access  this  sys- 
tem at  any  point  and  have  his/her 
case  handled  quickly,  efficiently,  and 
appropriately  either  by  administra- 
tive or  legal  action,  including  class 
action.  This  protection  and  advoca- 
cy service  is  especially  required  in 
the  correctional  system  where  inter- 
views and  evaluation  activities  should 
be  accomplished  to  determine 
whether  or  not  a  disability  is  present, 
and  if  so,  an  advocate  might  be  em- 
ployed to  assist  the  mentally  retard- 
ed or  developmentally  disabled  per- 
son. (See  also  IX. 2) 


XIII.  ALCOHOL  ABUSE 


1.  Alcohol  abuse  should  be  rec- 
ognized as  the  number  one  health 
problem  for  persons  and  families  in 
North  Carolina.  It  should  receive  pri- 
ority by  state  and  local  govern- 
ments, and  aggressive  leadership 
should  be  given  to  enlisting  the  help 
of  business,  industry,  and  the  medi- 
cal profession  in  a  statewide  effort  to 
find  solutions  to  alcohol-related 
problems. 


2.  A  legislative  study  commission 
concerned  with  alcoholism  and  al- 
cohol-related problems  should  de- 
termine the  nature  and  extent  of  al- 
cohol-related problems  in  North  Car- 
olina. It  should  examine  and  eval- 
uate existing  remedial  programs  and 
recommend  ways  and  means  to  pro- 
vide for  an  integrated,  comprehen- 
sive and  multifaceted  statewide  pre- 
vention, treatment,  rehabilitation,  and 
research  policy  on  alcohol  prob- 
lems to  both  the  Governor  and  the 
General  Assembly. 

3.  The  primary  location  for  the 
provision  of  alcoholism  services 
should  be  in  community  programs, 
both  public  and  private,  with  all 
funding  decisions  reflecting  this 
commitment.  Any  funds  designated 
for  alcoholism  services  should  be  ex- 
pended under  accounting  controls 
that  prevent  diversion  into  other  serv- 
ices or  to  general  facility  support. 


4.  Alcohol  services  must  have  an 
effective  accountability  system  which 
will  assure  that  services  to  the  public 
are  adequate  and  appropriate.  This 
should  include  financial  and  func- 
tional audits,  meaningful  standards 
and  guidelines,  facility  licensing,  pro- 
gram accreditation,  and  the  require- 
ment that  all  persons  involved  in  pro- 
viding alcohol  services  be  appropri- 
ately trained  and  certified. 

5.  The  Governor  should  direct  the 
Secretary  of  Human  Resources  to 
take  action  on  the  needs  of  special 
populations  who  are  at  particularly 
high  risk  in  connection  with  alcohol 
problems  or  who  are  now  served  in- 
adequately or  inappropriately.  The 
needs  of  these  special  populations 
should  be  recognized  in  establish- 
ing priorities,  and  since  North  Caro- 
lina has  already  established  task 
forces  on  the  special  populations  of 
women  and  blacks,  immediate  at- 
tentionshould  be  given  to  the  imple- 
mentation of  their  findings. 

6.  The  North  Carolina  General 
Assembly  should  pass  legislation 
which  will  substantially  reduce  the  in- 
cidence of  persons  operating  a  mo- 
tor vehicle  while  under  the  influence 
of  alcoholic  beverages,  and  each 
community  should  have  adequate 
support  to  change  attitudes  of  the 
public  at  large  and  the  judiciary  in 
particular  about  careless  drinking 
and  driving. 

7.  Increased  resources  should  be 
committed  to  design,  implement,  and 
evaluate  prevention  strategies.  It 
should  be  recognized  that  preven- 
tion of  alcoholism  is  a  political  as  well 
as  a  technical  issue  in  that  alcohol 
problems  are  connected  to  human 
behavior  which  is  often  valued  and 
which  involves  vested  moral  and 
economic  interests. 

8.  The  commitment  for  research 
on  alcoholism  should  be  increased. 
There  should  be  an  equitable  allo- 
cation of  funds  between  basic  re- 
search, applied  research,  and  the 
evaluation  of  the  effectiveness  of  pre- 
sent treatment  and  prevention  ef- 
forts. 

9.  Legislation  should  be  adopted 
which  specifically  requires  coverage 
for  alcohol-abuse  treatment  in  all 
group  health  insurance  policies  writ- 
ten and  sold  in  North  Carolina.  The 
payment  of  benefits  for  services  in  an 
alcohol  specialty  facility  or  by  a  li- 
censed alcohol  professional  should 
be  on  the  same  basis  as  if  the  care 
had  been  rendered  in  or  by  any  other 
public  or  private  institution  or  pro- 
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fessional  provider.  No  policy  should 
exclude  payment  for  charges  of  a 
duly  licensed  specialty  facility  be- 
cause it  does  not  have  an  operating 
room  and  related  equipment  for  the 
performance  of  surgery. 

10.  North  Carolina  should  allo- 
cate adequate  funds  to  provide  those 
services  required  by  the  legislation 
which  decriminalized  public  drunk- 
enness. 


XIV.  DRUG  ABUSE 


1.  Categorical  drug  funding  has 
not  increased  since  its  original  ap- 
propriation in  1974,  and  drug  pro- 
grams have  been  unable  to  expand 
their  services  to  meet  the  ever  chang- 
ing needs  of  the  populations  they 
serve.  Therefore,  the  breakout  ses- 
sion on  drug  abuse  recommends  that 
legislation  be  introduced  to  adjust 
categorical  drug  funding  in  order  to 
keep  pace  with  the  rate  of  inflation, 

2.  There  should  be  a  fundamen- 
tal reappraisal  of  the  quality  of  drug 
treatment  services  by  an  independ- 
ent advisory  committee  as  desig- 
nated by  the  North  Carolina  Drug 
Commission.  The  appropriate  agen- 
cies within  the  Department  of  Hu- 
man Resources  should  request 
funds  from  the  National  Institute  on 
Drug  Abuse  to  support  such  an  en- 
deavor to  include  but  not  be  limited 
to  the  following: 


•  Assess  the  relevance  of  current 
treatment  services  in  relationship  to 
the  needs  of  the  population. 

•  Assess  the  need  for  local  de- 
toxification services  for  drug  abus- 
ers 

•  Examine  outcome  assessments 
in  such  areas  as  increased  client  em- 
ploy ability,  decreased  criminal  acti- 
vity, decreased  drug  using  behavior, 
increased  educational  pursuits,  im- 
proved interpersonal  relationships, 
and  improved  physical  health. 

•  Provide  this  group  with  past  and 
current  assessments  from  previous 
evaluations. 

Significant  efforts  should  be  made 
to  utilize  the  previously  established 
success  criteria  to  strengthen  pro- 
grams and  the  provision  of  services 
by  the  Division  of  Mental  Health/- 
Mental  Retardation  Services-Alco- 
hol and  Drug  Abuse  Section.  This  in- 
formation should  then  be  used  to  as- 
sist programs  in  the  planning  pro- 
cess for  appropriate  provision  of 
drug  services. 

3.  Drug  education  and  primary 
prevention  strategies  should  be 
aimed  at  the  avoidance  of  the  de- 
structive patterns  of  psychoactive 
drug  use,  and  immediately  discon- 
tinue the  development  of  materials 
and  programs  aimed  exclusively  at 
prevention  of  all  use.  The  Secretary 
of  Human  Resources,  in  conjunc- 
tion with  the  Department  of  Public  In- 
struction and  the  North  Carolina  Drug 
Commission,  should  develop  a  com- 
prehensive school-based  preven- 
tion and  education  program. 

Within  the  prevention  education 
effort,  a  statewide  public  information 
campaign  should  be  developed  to  in- 
crease credibility  and  visibility  of  pro- 
grams and  to  assist  in  the  reduction 
of  stigmas  attached  to  drug  abuse. 

4.  The  Department  of  Human  Re- 
sources and  its  appropriate  agen- 
cies should  clearly  define  and  iden- 
tify the  needs  of  high  risk  popula- 
tions (such  as  adolescents,  women, 
minorities,  and  the  elderly)  for  drug 
abuse  services,  develop  objectives 
and  strategies  to  help  programs 
reach  these  populations,  and  deve- 
lop special  training  strategies  to  en- 
hance the  quality  of  services  provid- 
ed to  these  high  risk  populations. 

5.  Programs  should  be  tailored  to 
the  needs  of  the  particular  commu- 
nities and  their  particular  problems. 
Although  categorical  alcohol  and 
drug  funding  earmarked  for  treat- 
ment   services    is    appropriate   for 


some  communities,  it  is  inappro- 
priate for  rural  communities  which  as 
a  matter  of  program  survival  must 
use  treatment  dollars  for  education 
and  prevention  activities. 

6.  Currently,  regulations  do  not 
exist  which  require  all  licensed  drug 
programs  to  be  accredited.  This  re- 
sults in  some  instances  of  services 
being  provided  without  quality  as- 
surance or  regard  to  their  content. 
The  potential  negative  impact  this 
may  have  on  the  credibility  and  utili- 
zation of  existing  programs  could  be 
devastating.  Therefore,  accredita- 
tion should  be  required  of  all  service 
delivery  programs  which  are  cate- 
gorized as  treatment,  prevention,  and 
intervention  subject  to  licensure. 

7.  Currently,  there  is  a  conflict  in 
the  statutory  provisions  for  promul- 
gation of  drug  standards.  Therefore, 
the  Attorney  General,  the  Commis- 
sion on  Mental  Health  and  Mental 
Retardation  Services,  and  the  North 
Carolina  Drug  Commission  should 
review  the  statutory  provisions  for  the 
promulgation  of  drug  standards  and 
examine  all  laws  relevant  to  drug 
services,  funding,  and  regulations  in 
the  state.  This  clarification  would  sig- 
nificantly impact  the  quality  of  drug 
abuse  treatment. 

8.  A  treatment  concept  should  be 
promoted  with  the  goal  of  main- 
streaming  maintenance  clients  back 
into  society.  This  could  be  accom- 
plished through  stronger  working 
agreements  between  drug  abuse 
programs,  Vocational  Rehabilita- 
tion, and  the  Employment  Security 
Commission.  Emphasis  must  be 
placed  on  additional  funding  to  af- 
fect the  development  of  alternative 
programs  which  train  and  employ 
drug  abuse  clients  in  order  to  en- 
hance their  placement  in  the  em- 
ployment market. 

9.  Future  federal  research  should 
focus  on  long-term  studies  that  view 
psychoactive  drug  using  behavior  in 
a  biological,  psychological,  and  so- 
ciological context.  These  studies 
should  explore  reasons  for  dysfunc- 
tional drug  abuse  as  compared  to 
therapeutic  drug  use. 

10.  The  Secretary  of  the  Depart- 
ment of  Human  Resources  should 
implement  a  streamlining  of  the  pa- 
per work  involved  in  reporting  re- 
quirements of  drug  programs.  Fur- 
ther, a  management  information  sys- 
tem should  be  designed  to  collect 
drug  program  service  delivery  data  in 
an  organized  and   consistent  man- 
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ner.  This  system  should  produce 
meaningful  and  accurate  data  for  lo- 
cal, regional,  and  state  drug  pro- 
gram managers. 

11.  Currently,  a  personnel  classi- 
fication system  for  employees  work- 
ing in  the  drug  field  does  not  exist. 
This  creates  substantial  problems  in 
the  recruitment  and  retention  of  qual- 
ified drug  abuse  professionals. 
Therefore,  intensified  efforts  should 
be  made  by  the  Office  of  State  Per- 
sonnel to  develop  a  classification  and 
testing  series  for  people  seeking  em- 
ployment in  the  drug  abuse  field. 
This  series  should  specifically  ad- 
dress itself  to  the  areas  of  counsel- 
ing, prevention,  and  educational  per- 
sonnel. This  change  would  have  a 
significant  impact  on  the  quality  of 
programs  and  their  provision  of  serv- 
ices. 

12.  The  breakout  session  con- 
curs with  the  President's  Commis- 
sion on  Mental  Health  in  recom- 
mending that  the  State  of  North  Caro- 
lina move  for  full  decriminalization  of 
marijuana  including  possession  of 
small  amounts  for  private  use,  culti- 
vation of  small  amounts  for  private 
use,  and  sale  or  transfer  of  small 
amounts  not  involving  profit. 

13.  In  the  event  marijuana  should 
be  legalized,  the  breakout  session 
supports  the  recommendations  of  the 
President's  Commission  that  policy 
options  be  developed  at  the  federal 
level  to  provide  taxation,  regulation, 
and  control.  Private  and  public  sour- 


ces should  begin  immediately  to  de- 
velop alternative  programs  for  mari- 
juana regulation  and  control  incor- 
porating the  most  creative  thinkers 
and  policymakers  in  this  area.  Such 
alternatives  should  be  fully  deve- 
loped and  available  within  five  years 
and  should  incorporate  a  number  of 
key  issues:  setting  standards  of  pur- 
ity and  quality,  potency,  strength; 
prohibiting  promotion  of  use;  deve- 
loping distribution  networks  to  pro- 
vide competition  and  to  minimize 
black  market  operations;  enforcing 
age  limitations  for  purchase;  amend- 
ing criminal  offenses  relating  to  in- 
toxicated behavior  to  include  being 
under  the  influence  of  marijuana;  set- 
ting a  level  of  taxation  which  allows 
for  private  profits  while  maintaining 
competitive  price  structures;  and 
producing  revenues  for  treatment,  in- 
tervention, prevention,  education, 
and  research  of  drug  abuse. 

14.  Distinctions  need  to  be  made 
within  the  North  Carolina  Drug  Com- 
mission standards  and  guidelines 
among  treatment  services  required 
for  opiate  dependents,  for  polydrug 
users  who  may  suffer  emotional  as 
well  as  drug  related  difficulties,  and 
for  clients  with  emotional  difficulties 
unrelated  to  drug  abuse.  The  North 
Carolina  Drug  Commission  should 
seek  input  from  drug  program  pro- 
fessionals and  organizations  con- 
cerning changes  which  would  di- 
rectly impact  high  risk  populations 
such  as  adolescents,  minorities,  wo- 
men, and  the  elderly. 


15.  A  committee  formed  from  the 
private  sector  should  be  charged 
with  organizing  and  developing  the 
mechanisms  to  offer  multidiscipline 
responses  to  the  issues  of  psycho- 
active drug  use  and  misuse. 

16.  The  breakout  session  sup- 
ports the  resolution  of  the  North 
Carolina  Drug  Commission  that  leg- 
islation should  be  introduced  that  will 
designate  all  revenue  from  confis- 
cated goods  to  be  utilized  specifi- 
cally for  education  and  prevention  of 
drug  abuse  in  the  public  school  sys- 
tems. 

17.  The  session  supports  the  rec- 
ommendations of  the  President's 
Commission  in  the  following  three 
areas: 

•  To  form  a  federal  commission 
on  alcohol  and  psychoactive  drug 
use,  focusing  on  psychoactive  drug 
prescription  practices,  risks  related 
to  alcohol  consumption,  alcohol  in 
combination  with  other  drugs,  and 
related  concerns  with  illicit  psycho- 
active drug  use; 

•  To  review  the  quality  of  treat- 
ment for  the  dysfunctional  users  of 
both  alcohol  and  psychoactive  sub- 
stances; and 

•  To  include  coverage  of  the  treat- 
ment of  dysfunctional  problems  as- 
sociated with  psychoactive  drug  use 
and  alcohol  in  comprehensive  in- 
surance programs. 


XV.  EMPLOYMENT 


The  breakout  session  urges  co- 
operation and  pooled  resources  to 
make  the  following  suggested  pro- 
grams and  recommendations  ef- 
fective and  successful: 

1.  Job  analysis  capabilities  of  ex- 
isting service  delivery  agencies  such 
as  the  Employment  Security  Com- 
mission, the  Division  of  Vocational 
Rehabilitation,  the  Division  of  Serv- 
ices for  the  Blind,  and  universities 
should  be  expanded  to  identify  and 
recommend  changes  in  job  struc- 
tures for  selective  placement.  The 
free  exchange  of  employment  infor- 
mation among  agencies  should  be 
encouraged  in  order  to  match  cli- 
ents to  physical,  mental,  and  envir- 
onmental requirements  of  jobs. 

2.  Utilizing  past  research,  the  ses- 
sion recommends  specific  training 
and  educational  programs  for  hiring 
and  supervisory  personnel.  With  the 
knowledge  that  employee  attitudes 
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are  crucial  to  employment  for  the 
physically  and  mentally  handicap- 
ped and  mentally  restored,  the  ses- 
sion recommends  that  the  Governor 
and  the  North  Carolina  Legislature 
support  funding  for  statewide  em- 
ployee awareness  training.  Funding 
might  come  from  sources  such  as 
the  Governor's  discretionary  CETA 
funds. 

3.  All  public  and  private  sectors 
should  work  toward  the  establish- 
ment of  an  employee  assistance  pro- 
gram. 

4.  Continuing  education  and  re- 
training programs  are  currently  avail- 
able at  community  colleges,  busi- 
ness colleges,  universities,  and  ap- 
prenticeship programs.  However, 
women  need  to  be  actively  recruited 
by  these  institutions  and  given  ca- 
reer counseling  on  job  alternatives 
which  provide  good  pay  and  up- 
ward mobility.  Reemployment  train- 
ing and  financial  aid  through  CETA 
should  be  increased  for  women. 

5.  Workshops  should  be  devel- 
oped statewide  for  all  state  agencies 
and  institutions  conducting  career 
counseling  and  guidance  to  sensi- 
tize them  to  the  full  range  of  employ- 
ment opportunities  for  men  and  wo- 
men. 


COMMUNITY  SUPPORT 

1.  Efforts  should  be  made  to  rec- 
ognize and  strengthen  the  natural 
networks  to  which  people  belong 
such  as  families,  friendship  and 
neighborhood  social  networks;  work 
relationships;  religious  and  self-help 
groups,  and  other  voluntary  associ- 
ations based  on  principles  of  intima- 
cy and  mutual  aid. 

2.  Although  the  President's  Com- 
mission on  Mental  Health  has  rec- 
ommended that  the  federal  govern- 
ment should  fund  and  establish  a 
continuing  review  and  assessment  of 
innovations  in  job  and  organization- 
al design  and  should  develop  cri- 
teria for  federal  standards  for  the 
quality  of  employment,  the  breakout 
session  feels  that  implementation  of 
these  recommendations  would  cre- 
ate a  bureaucracy  unprecedented  in 
size  and  expertise.  Education  of  em- 
ployers would  be  a  more  realistic  ap- 
proach. 

3.  Service  delivery  agency  em- 
ployees should  be  encouraged  to  live 
within  the  community  they  serve. 


4.  Persons  who  have  received 
mental  health  services  and  who  are 
willing  should  be  encouraged  to 
serve  as  advocates  to  help  remove 
the  stigma  associated  with  mental  ill- 
ness. 

5.  Volunteers  should  be  trained  to 
ensure  their  efforts  are  channeled  in 
the  most  productive  way.  Agencies 
need  to  include  this  as  an  important 
factor  in  sound  financial  planning. 

6.  The  existing  laws  concerning 
structure  of  decision-making  boards 
should  be  complied  with. 

7.  State  and  local  government 
salaries  for  mental  health  workers  in 
public  service  should  be  pegged  to 
defined  labor  markets  in  the  state  or 
region  in  order  to  be  eligible  for  re- 
imbursement from  federal  funding 
sources.  Basic  pay  scales  should  be 
reevaluated  to  make  salaries  con- 
sistent statewide,  except  pay  differ- 
ential should  be  allowed  for  hard-to- 
recruit  areas  and  areas  with  unus- 
ually high  cost  of  living  indices. 


BLACK  AMERICANS 

This  session  supports  continua- 
tion of  affirmative  action  programs. 
Full  employment  should  be  achieved 
through  the  initiatives  of  the  public 
and  private  sectors,  and  equal  ac- 
cess to  jobs  should  be  assured  by 
continuation  of  affirmative  action  leg- 
islation. All  agencies  such  as  the 
Equal  Employment  Opportunity 
Commission,  the  Department  of 
Health,  Education,  and  Welfare,  and 
the  Department  of  Labor  should  co- 
ordinate their  requirements  and  care- 
fully compare  regulations  with  one 
another  prior  to  implementation.  (See 
also  VII,  Black  Americans) 


NATIVE  AMERICANS 

Troubled  employees'  programs 
should  be  established  in  the  Bureau 
of  Indian  Affairs,  in  the  Indian  Health 
Service,  and  in  the  public  health 
services  to  make  assistance  avail- 
able to  tribal  governments  that  wish 
to  establish  their  own  programs  for 
their  own  employees.  The  bureau 
and  Indian  Health  Service  should  set 
up  an  active  and  effective  troubled 
employee  program  as  set  forth  in  the 
Civil  Service  regulations,  health  sys- 
tem agency  regulations,  and  the  De- 
partment of  Health,  Education,  and 
Welfare  regulations.  (See  also  VII, 
Native  Americans.) 


PHYSICALLY  AND  MENTALLY 
HANDICAPPED 

T  Funds  should  be- appropriated 
for  a  university-based,  collaborative 
research  study  on  job  stress  and  re- 
lated factors.  Results  should  be  pub- 
licized by  a  public  awareness  cam- 
paign. 

As  extensive  research  in  this  area 
has  been  conducted,  the  data  should 
be  compiled  and  disseminated  to 
provide  specific  training  and  educa- 
tional programs  for  employers  on 
how  to  deal  with  mental  health  prob- 
lems of  mentally  and  physically 
handicapped  or  disabled  em- 
ployees. It  is  recommended  that  state 
government  through  Vocational  Re- 
habilitation, the  Employment  Secur- 
ity Commission,  and  the  Services  for 
the  Blind  invite  business  leaders  to  a 
workshop  designed  to  explain  how 
state  government  agencies  can  as- 
sist employers  in  recruitment,  place- 
ment, and  training. 

2.  With  the  knowledge  that  em- 
ployer attitudes  are  crucial  to  em- 
ployment for  the  physically  and 
mentally  handicapped  and  mentally 
restored,  the  Governor  and  the  North 
Carolina  State  Legislature  should 
support  funding  for  statewide  em- 
ployer awareness  training.  Funding 
might  come  from  sources  such  as 
the  Governor's  discretionary  CETA 
funds. 


WORKING    MOTHERS    (See   also 
V.C;  VILA) 

1.  To  overcome  deficiencies  in 
the  past,  nonsexist  guidance  and  vo- 
cational training  should  be  provided 
to  encourage  high  school  students  in 
preparing  for  professional  and  tech- 
nical careers. 

2.  Continuing  education  and  re- 
training programs  for  women  and  as- 
sistance in  helping  women  take  ad- 
vantage of  these  opportunities 
should  be  provided.  The  range  of 
jobs  available  to  women  should  be 
increased  in  skilled  blue  collar  oc- 
cupations. 

This  session  feels  that  continuing 
education  and  retraining  programs 
are  currently  available  at  community 
colleges,  business  colleges,  ap- 
prenticeship programs,  and  univer- 
sities throughout  the  state.  However, 
women  need  to  be  actively  and  in- 
tentionally recruited  by  these  institu- 
tions and  given  career  counseling  on 
job  alternatives  which  provide  good 
pay  and  upward  mobility  for  women. 
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Pre-employment  training  and  finan- 
cial aid  through  CETA  should  be  in- 
creased for  women. 

Workshops  should  be  developed 
statewide  for  all  state  agencies  and 
institutions  conducting  career  coun- 
seling and  guidance  to  sensitize  them 
to  the  full  range  of  employment  op- 
portunities for  men  and  women. 

3.  Extend  school  hours  to  pro- 
vide recreational,  educational,  and 
enrichment  programs  for  children  af- 
ter the  regular  school  day  until  5  or  6 
p.m.  to  coincide  with  the  schedules 
of  parents.  Make  use  of  innovative 
community  education  programs  that 
serve  adults  and  children  during 
nonschool  hours. 

Child  care  services  with  qualified 
staff  based  on  the  financial  needs  of 
parents  should  be  provided. 

4.  Employers  should  be  encour- 
aged to  study  job  sharing,  flex  time, 
and  part-time  employment  options 
and  implement  them  where  shown  to 
be  feasible. 

5.  All  companies  and  govern- 
ment agencies  should  recognize  that 
child  care  time  is  necessary  and 
should  accommodate  reasonable 
needs  of  parents.  It  may  be  advan- 
tageous if  child  care  time  could  be 
included  under  general  sick  leave 
policy. 

6.  Informal  support  systems  or 
cooperative  community  arrange- 
ments should  be  encouraged  to  pro- 
vide respite  care  for  working  parents 
when  needed.  They  would  include 
relief  from  household  responsibil- 
ities so  that  nonwork  time  can  be 
maximally  available  to  the  child  and 
the  dual  role  strain  for  the  mother  can 
be  minimized.  Assistance  and  finan- 
cial incentives  in  working  out  coop- 
erative arrangements  among  neigh- 
boring families  is  a  possibility  as  is 
exploring  resources  for  child  care, 
such  as  teenagers  or  senior  citizens. 


XVI.  FORENSIC 


1.  Adequate  funding  should  be 
provided  to  allow  for  the  delivery  of 
mental  health  services  to  mentally 
disabled  persons  under  the  jurisdic- 
tion of  the  criminal  and  juvenile  jus- 
tice systems  which  will  include:  (a) 
pretrail  services;  (b)  diversion;  (c) 
comprehensive  presentence  diag- 
nostic services;  (d)  treatment  in  pris- 
ons, jails,  and  training  schools  to  in- 


clude all  applicable  service  compo- 
nents established  by  the  National  In- 
stitute of  Mental  Health  to  insure 
compliance  with  standards  estab- 
lished by  the  North  Carolina  Com- 
mission on  Mental  Health  and  Ment- 
al Retardation  Services;  (e)  contin- 
uity of  care  to  include  a  patient  track- 
ing system;  and  (f)  transitional  com- 
munity treatment  facilities. 

2.  Adequate  communication  and 
a  cooperative  effort  should  be 
achieved  and  maintained  among  the 
Department  of  Human  Resources, 
the  Department  of  Correction,  the  At- 
torney General,  the  Administrative 
Office  of  the  Courts,  Crime  Control 
and  Public  Safety,  university  profes- 
sors, private  professions,  county  and 
local  mental  health  representatives 
as  well  as  private  citizens  to  facilitate 
service  delivery  and  statewide  plan- 
ning for  forensic  mental  services. 
Strategies: 

a.  Judicial  personnel  should  be  kept 
informed  concerning  the  present 
mental  health  resources  avail- 
able to  mentally  disabled  per- 
sons under  the  criminal  courts' 
jurisdiction  or  m  corrections 
through  special  presentations 
during  the  training  sessions  con- 
ducted by  the  Administrative  Of- 
fice of  the  Courts  and  the  Insti- 
tute of  Government. 

b.  The  outreach  effort  of  the  mental 
health  agencies  should  be  con- 
centrated on  families-at-risk  to  in- 
clude those  where  one  or  more 
members  is  mentally  disabled 
and  under  the  jurisdiction  of  the 
criminal  and  juvenile  justice  sys- 
tem. 

c.  The  North  Carolina  Bar  Associa- 
tion and  the  North  Carolina  Medi- 
cal Society  in  their  continuing 
education  programs  should  in- 
clude at  least  one  session  each 
year  on  forensic  mental  health  es- 
pecially as  applied  to  North  Caro- 
lina. These  agencies  should  also 
encourage  their  county  affiliates 
to  do  the  same. 

d.  A  forensic  institute  should  be  es- 
tablished on  the  campus  of  one  of 
the  North  Carolina  universities. 
This  institute  would  be  multidisci- 
plinary  with  representatives  from 
law,  medicine,  psychology,  so- 
cial work,  nursing,  corrections, 
law  enforcement, and  other  relat- 
ed disciplines.  The  purpose  of 
this  institute  would  be  to  address 
the  problems  and  needs  state- 
wide of  forensic  mental  health. 


e.  All  criminal  justice  agencies 
should  improve  and  expand  their 
training  programs  so  that  those 
who  are  not  directly  involved  in 
clinical  forensic  mental  health 
services  are  aware  of  their  re- 
sponsibilities when  involved  with 
a  mentally  disabled  person. 

f.  A  comprehensive  research  pro- 
gram should  be  instituted  to  iden- 
tify the  clinical  needs  of  forensic 
clients,  the  impact  of  the  mentally 
disabled  person  on  all  compo- 
nents of  the  criminal  and  juvenile 
justice  systems,  and  the  effect 
those  systems  have  on  the  men- 
tally disabled  person. 

g.  A  concerted  effort  should  be 
made  to  recruit,  train,  and  utilize 
volunteers  to  augment  the  deliv- 
ery of  forensic  mental  health  serv- 
ices in  all  components  of  the 
criminal  and  juvenile  justice  sys- 
tems. 

h.  The  criminal  and  juvenile  justice 
system  in  cooperation  with  the 
academic  community  should  pro- 
vide opportunities  for  intern- 
ships, practicums,  and  residen- 
cies within  all  the  components  of 
the  criminal  and  juvenile  justice 
system. 

3.  A  bill  of  rights  for  the  mentally 
disabled  under  the  jurisdiction  of  the 
criminal  and  juvenile  justice  systems 
should  be  established  consistent  with 
constitutional  and  statutory  require- 
ments. 

4.  A  Governor's  task  force  on 
forensic  mental  health  should  be  es- 
tablished to  confront  the  serious  hu- 
man problems  that  are  caused  by 
mentally  disabled  persons  being 
confined  in  prisons,  jails,  and  training 
schools.  Problems  such  as  the  right 
to  treatment,  right  to  refuse  treat- 
ment, right  to  treatment  in  the  least 
restrictive  environment,  and  the 
whole  question  of  treatment  on  a  vol- 
untary basis  should  be  addressed. 

5.  The  recommendations  of  the 
Mental  Health  Study  Commission  as 
they  apply  to  forensic  mental  health 
problems  should  be  approved  .  (See 
also  IX. 13.) 
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Governor  James  B.  Hunt,  Jr? 


Opening  Address 


This  Governor's  Conference  on  Mental 
Health  is  an  ambitious  undertaking.  Over 
the  past  three  months,  task  forces  com- 
posed of  some  400  people  have  been 
preparing  for  this  conference.  Today  and 
tomorrow,  we  will  have  here  hundreds  of 
professionals,  public  officials  and  caring 
citizens  to  discuss  these  issues. 

I  believe  we  are  on  the  verge  of  a  great 
change  in  the  field  of  mental  health.  Cer- 
tainly we  have  come  a  long  way  from  the 
days  when  the  mentally  ill  citizens  of  this 
state  were  housed  in  jails  and  poor- 
houses.  In  the  1940s  and  1950s,  North 
Carolina  saw  an  outpouring  of  concern 
over  conditions  in  our  institutions  and 
subsequent  improvements.  In  the  last  10 
years,  we  have  seen  another  change  in 
attitudes  —  toward  the  development  of 
community  programs. 

In  1970,  48,000  people  received  com- 
munity mental  health  services.  That  num- 
ber rose  to  137,000  last  year.  Over  the 
same  period  of  time,  the  resident  popula- 
tion of  our  mental  hospitals  declined  from 
8,000  to  4,000.  Still,  costs  of  our  institu- 
tions have  continued  to  rise,  and  the  re- 
admission  rate  is  higher  than  ever. 

We  are  putting  a  lot  of  public  money 
into  this  effort.  The  state's  total  budget  for 
mental  health  tripled  from  1970  to  1978. 
It  was  $81  million  in  1970,  with  only  7  per 
cent  going  to  community  services,  and 
$226  million  last  year,  with  22  per  cent 
going  to  community  services. 

Although  the  populations  in  our  hos- 
pitals have  gone  down,  we  have  had  to 
invest  in  their  physical  plants  and  person- 
nel to  meet  accreditation  standards.  At 
the  same  time,  we  are  spreading  our 
money  to  cover  more  and  more  com- 
munity centers.  On  top  of  this,  federal 
funds  are  decreasing,  putting  more  and 
more  financial  strain  on  state  and  local 
governments.  Because  of  these  factors, 
some  urgently  needed  programs,  such 
as  preventive  services  and  educational 
programs,  frequently  have  received  low 
priority. 

North  Carolina's  situation  is  not 
unique.  The  catalyst  for  this  conference 
was  the  report  of  the  President's  Com- 
mission on  Mental  Health,  chaired  by 
Rosalynn  Carter,  which  found  similar 
problems  across  the  country.  That  report 
says:  "In  the  United  States  today,  mental 
health  care  of  high  quality  and  reason- 
able cost  should  be  readily  available  to  all 
who  need  it.  This  is  not  the  case.  We  are 
impressed  with  the  progress  that  has 
been    made   in   this   direction.   We   are 


equally  impressed  by  what  has  not  oc- 
curred." 

I  believe  the  challenge  before  us  now 
is  to  take  stock  of  where  we  stand,  to  in- 
ventory the  tools  we  have  (public  and 
private,  paid  and  volunteer),  to  look  at 
what  works  and  what  works  well  and  to 
develop  a  direction  for  the  future  of  men- 
tal health  care  in  North  Carolina. 

In  light  of  that,  I  want  this  to  be  more 
than  just  another  three-day  conference.  I 
see  it  as  a  ripple  that  can  become  the 
wave  of  the  future.  I  want  it  to  help  us 
chart  a  direction  for  the  1980s. 

The  question  before  us  can  be  put 
simply,  although  it  cannot  be  answered 
so  simply:  How  can  we  do  better  with 
what  we  have? 

There  will  be  more  money  in  the  years 
to  come,  but  we  recognize  that  there  are 
many  needs  —  health  care,  education, 
economic  development  and  on  and  on. 
So  the  answer  cannot  be,  simply,  more 
money.  The  question  is,  given  the 
resources  we  know  we  will  have,  given 
the  problems  our  citizens  face  in  a 
changing,  stressful  world,  given  the  com- 
mitment and  dedication  of  people  like 
yourselves,  how  can  we  confront  the 
problems  of  mental  health  in  this  next 
decade? 

This  is  the  central  question  you  must 
confront  today,  tomorrow  and  Friday.  In 
doing  so,  I  hope  we  will  come  up  with 
some  creative  approaches  cutting  across 
governmental  lines  and  forming  partner- 
ships between  the  public  and  private 
sectors  and  professional  and  consumer 
groups.  I  hope  we  will  have  the  courage 
to  reassess  our  current  system  and  make 
those  difficult  decisions  that  will  produce 
comprehensive,  coordinated  care.  I  hope 
we  can  write  an  end,  for  once  and  for  all; 
to  turfism.  It  is  time  for  all  concerned 
agencies  to  work  together  on  this  com- 
mon problem. 

Because  mental  health  is  such  a  mas- 
sive, multi-faceted  problem,  we  must  set 
our  clear  priorities. 

—We  need  a  long-range  plan  for  mak- 
ing community-based  services  available 
to  all  segments  of  the  population. 

—We  must  concentrate  more  on  pre- 
vention, because  it's  cheaper  to  prevent 
problems  than  to  treat  them. 

I  don't  need  to  tell  this  group  about  the 
social  costs  of  mental  health  problems. 
You  work  with  them  every  day.  But  I'm 
not  sure  if  we  appreciate  the  range  of 
problems  we're  talking  about. 

Look,  for  example,  at  reports  that  there 
may  be  as  many  as  15  million  Ameri- 
cans —  one  out  of  every  15  —  suffering 
from  clinical  depression  serious  enough 
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to  require  treatment.  You  can't  calculate 
what  that  means  in  lost  productivity. 

Alcoholism  and  drug  abuse  are  re- 
lated problems.  They  cut  a  wide  swath 
through  our  society  —  working  adults, 
children  and  teenagers,  housewives, 
many  people.  Many  families  are  shat- 
tered by  them. 

While  we  have  made  great  improve- 
ments in  services  for  the  mentally  retard- 
ed child  and  adult,  it  is  disheartening  to 
realize  that  access  to  these  services 
sometimes  is  curtailed  by  where  a  person 
lives.  We  must  also  be  concerned  with 
meeting  the  emotional  needs  of  the  re- 
tarded and  their  families. 

We  have  not  provided  well  enough  for 
our  older  adults.  There  is  a  particular 
need  here  for  prevention  services,  espe- 
cially pre-retirement  planning  and  family 
counseling. 

While  we  have  made  great  progress  in 
providing  mental  health  services  to  child- 
ren and  adolescents  in  the  last  10  years, 
we  must  remember  the  importance  of 
raising  this  new  generation.  Just  as  we 
have  prepared  a  Child  Health  Care  Plan 
to  guide  us  in  meeting  the  health  needs  of 
our  children,  we  must  concern  ourselves 
with  their  mental  health  needs.  Estimates 
are  that  a  quarter  of  a  million  children  and 
adolescents  in  North  Carolina  have  seri- 
ous emotional  disorders.  We  can  be 
proud  that  we  are  one  of  few  states  that 


provide  children's  services  in  mental 
health  clinics  in  all  counties,  but  we  have 
much  left  to  do. 

I  could  go  on  and  on  about  the  prob- 
lems you  will  be  discussing  —  deinstitu- 
tionalization, primary  prevention,  per- 
sonnel, special  populations,  rural  con- 
cerns, legal  and  ethical  concerns,  re- 
search, public  education,  development- 
al disabilities,  employment  and  forensics 
and  so  on.  I  am  looking  forward  to  your 
reports  in  each  of  those  areas. 

Let  me  conclude  with  this:  One  of  our 
primary  concerns  in  North  Carolina  must 
be  human  growth,  the  ability  of  our  citi- 
zens to  grow  and  develop  and  learn  and 
take  their  place  in  society,  enjoying  life 
and  contributing  to  the  common  good. 

But  being  a  productive  part  of  today's 
society  is  not  often  easy.  We  face  all 
kinds  of  stresses  in  our  jobs,  in  our  en- 
vironments, and  in  our  families,  and  too 
many  of  us  have  no  one  we  can  call  on 
for  help. 

That  is  why  it  is  so  important  that  we 
build  into  our  communities  centers  of 
support  and  help  so  that  an  overworked 
young  mother  won't  abuse  her  child,  and 
so  that  confused  teenagers  won't  com- 
mit suicide.  We  need  to  do  all  we  can  in 
our  communities  to  keep  our  families 
strong,  so  our  families  can  do  a  good  job 
of  raising  the  next  generation.  Good 
mental  health  is  just  as  important  as  good 


physical  health,  and  mental  health  treat- 
ment ought  to  be  as  available,  affordable, 
and  publicly  acceptable  as  getting  a  rou- 
tine physical  check  up. 

We've  come  a  long  way  since  Doro- 
thea Dix  pleaded  for  humane  treatment 
for  the  mentally  ill.  But  we  have  far  to  go, 
and  few  resources.  It's  going  to  take  a  lot 
of  hard  work,  and  a  lot  of  faith  in  each 
other  and  in  ourselves,  to  bring  the  right 
services  to  the  right  people.  I  think  we 
should  adopt  the  attitude  that  Frank 
O'Connor  wrote  about  so  movingly: 

He  says  that  he  and  his  young  friends, 
when  they  wanted  to  get  away  from 
things,  would  often  strike  out  on  a  walk 
through  the  Irish  countryside.  They  never 
followed  a  beaten  path  or  walked  along  a 
road.  They  just  struck  out  through  the 
fields,  through  the  pastures.  Oftentimes, 
on  those  walks,  they  would  come  to  a 
stone  wall  that  was  obviously  too  high  to 
climb.  When  they  did,  they  would  take  off 
their  caps  and  toss  them  over  the  wall. 
Then  they  had  no  choice  but  to  follow 
them. 

My  fellow  citizens  of  North  Carolina,  I 
want  us  to  toss  our  caps  over  the  walls. 
They  are  high.  They  may  look  too  high  to 
climb.  But  there  is  such  a  thing  as  work- 
ing together  and  helping  each  other  over 
the  wall.  And  that  is  what  I  want  us  to  do 
in  this  state.  Thank  you. 


Governor  James  B.  Hunt,  Jr. 


Response  to 
Sumnnary 


Dr.  Paul,  I  want  to  thank  you  for  an  ex- 
cellent summary  which  I  followed  very 
closely.  I  have  learned  a  lot  in  following 
your  summary,  but  there  is  so  much  left 
for  me  to  learn.  I  am  going  to  personally 
go  through  every  word  that  is  written  up 
now  in  terms  of  the  full  summary  of  this 
conference. 

Let  me,  as  we  conclude  today,  thank 
you  for  coming.  I  know  that  some  of  you 
go  to  a  lot  of  conferences.  I  intend  to 
make  it  true  that  you  will  not  have  attend- 
ed a  conference  on  mental  health  in  this 
state  that  was  more  important  or  in  which 
you  had  greater  effect  on  what  the  poli- 
cies and  commitment  of  this  state  will  be 
in  the  years  to  come. 

I  am  grateful  to  all  of  you  who  worked 
so  hard  to  prepare  for  the  conference. 
Some  10,000  man-hours  went  into  the 
development  of  recommendations  both 
before  this  conference  and  during  the 
course  of  it.  The  recommendations  that  I 
heard  this  morning  were  truly  excellent 


and  thought  provoking.  Let  me  touch  on 
several. 

First  of  all,  when  you  talked  about  the 
whole  field  of  prevention,  you  were  really 
talking  my  language.  I  believe  that  if  you 
care  about  people,  and  if  you  want  to  try 
to  save  money,  that  prevention  is  the  best 
single  approach  to  use.  That's  tough  for 
us  because  many  people  need  treat- 
ment and  we  can't  ignore  them.  Yet  we 
must  begin  to  commit  more  of  our  re- 
sources, our  time,  and  our  effort  into  the 
area  of  prevention.  I  would  simply  say 
candidly  that  we  in  state  government  are 
committed  to  bringing  that  about. 

The  easy  thing  to  do  is  to  assume  that 
we  have  all  of  the  resources  in  the  world 
and  are  not  going  to  have  to  make  any 
hard  choices.  And  it  may  be,  as  you  sat  in 
your  sessions,  you  really  didn't  face  up  to 
the  question  of  limited  resources.  You 
said  that  we  ought  to  reduce  the  commit- 
ment to  our  institutions  and  channel  more 
of  that  money  into  community  programs. 
Theoretically  I  agree  with  you.  Yet  when 
accreditation  standards  are  staring  you  in 
the  face  and  you  must  do  things  because 
people  need  them,  that  becomes  a  tough 
decision. 


I  would  appeal  to  you  to  understand 
that  there  are  some  tough  budget  decis- 
ions facing  us,  and  they  will  be  facing  you 
in  the  local  communities  in  this  state.  Un- 
derstand that  we  will  be  having  to  make 
some  tough  choices  and  we  will  need 
your  understanding  and  help  to  the  ex- 
tent that  you  can  give  them. 

I  was  very,  very  pleased  to  hear  you 
note  our  commitment  as  a  state  to  raising 
a  new  generation  of  healthy  and  compe- 
tent children  free  from  emotional  prob- 
lems and  able  to  live  fully  and  produc- 
tively. If  you  listened  to  my  State  of  the 
State  speech  in  early  January,  that's  what 
it  was  about.  What  I  am  personally  com- 
mitted to  as  Governor  of  this  state  is  to  fo- 
cus on  the  young  so  that  they  won't  have 
the  problems  that  will  hold  them  down 
and  all  of  us  with  them  in  the  years  ahead. 
Let's  put  a  special  emphasis  on  children 
now  in  North  Carolina  —  especially  on 
the  very  young  children. 

With  the  budget  I  laid  out  this  year,  we 
talked  a  lot  about  the  coordination  of 
planning.  That's  what  is  involved  in  the 
New  Generation  Bill  that's  now  before  the 
General  Assembly.  It  will  coordinate 
planning  both  at  the  state  and  at  the  local 
level  and  will  make  sure  no  children  are 
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failing  to  get  the  kinds  of  services  they 
need.  Concerning  the  provision  of  ap- 
propriate funding,  we  set  forth  new  in- 
itiatives in  health  care,  in  child  day  care, 
and  in  other  areas  that  are  focused  on 
children.  We  are  going  to  be  working  very 
hard  to  carry  through  with  these. 

You  talked  about  increasing  the  level 
of  parenting  skills,  and  I  am  convinced 
that  is  something  we  absolutely  must  do.  I 
want  also  to  say  to  you  that  I  am  frus- 
trated about  how  to  do  it.  How  do  we 
really  get  peopJe  to  take  their  responsi- 
bilities as  parents  seriously  and  apply 
themselves  to  learning  how  to  be  better 
parents,  to  have  more  of  the  love  and 
care  and  empathy  that  they  need  to 
have?  This  is  perhaps  the  toughest  chal- 
lenge that  we  face  and  yet  it  has  the 
greatest  potential. 

The  group  on  adolescents  talked 
about  increasing  the  share  of  the  state's 
mental  health  budget  to  support  the  total 
array  of  services  for  adolescents.  And  I 
think  that  is  something  that  we  very  much 
need  to  do.  We  will  be  responding  to  that 
strongly. 

The  task  force  on  the  family  had  a 
number  of  recommendations  to  make.  It 
is  going  to  be  vitally  important  that  we 
bring  all  of  our  serving  agencies  together 
in  a  far  better  way  if  we  are  going  to  real- 
ly be  of  assistance  to  the  family.  I  think  it 
is  important  that  we  can  be  concerned 
about  jobs  —  full  opportunity  for  jobs. 

Full  opportunity  for  minorities  and  for 
women  to  have  opportunities  for  jobs, 
and  in  some  cases  part-time  jobs  for 
mothers  who  want  to  work  part-time  is 
something  that  we  are  addressing  very 
strongly  in  our  administration.  We  will 
certainly  continue  to  do  that  with  your 
help. 

The  task  force  on  older  adults  made  a 
number  of  recommendations  that  we  are 
already  moving  into.  They  talked  about 
strengthening  home  care.  That  is  some- 
thing that  is  in  the  budget.  We  proposed  a 
major  step  forward  in  this  regard  and  it 
makes  sense  in  terms  of  using  the  tax- 
payers' dollars  more  wisely. 

I  want  you  to  help  me.  I  want  to  say  to 
Dr.  Morrow  and  to  Ben  Aiken  right  now 
that  there  are  barriers  to  community- 
based  services  created  by  federal  and 
state  funding  regulations  that  I  want  to 
know  about.  And  I  want  to  work  with  you 
to  eliminate  them  as  you  have  suggested. 

I  was  equally  impressed  with  the  rec- 
ommendations of  the  sessions  on  native 
Americans  and  on  black  Americans.  This 
is  an  area  where  I  think  most  of  the  public 
is  really  ignorant  of  what  the  needs  are 
and  how  much  extra  work  we  need  to  do. 
But  I  am  increasingly  aware  of  it.  And  it's 
important  not  just  to  the  native  Americans 
and  black  Americans,  it's  important  for  all 
of  us.  We  are  all  a  part  of  this  society.  If 
one  person  is  discriminated  against  or 
not  given  the  full  opportunity  to  develop 
him  or  herself,  all  of  us  pay  for  it.  And  all 
of  us  will  be  poorer  as  a  result  of  it.  This  is 


an  area  in  which  we  need  imagination  in 
directing  resources  more  effectively.  And 
it  is  an  area  to  which  all  of  us  as  leaders 
and  as  individuals  must  be  personally 
sensitive.  We  must  have  the  right  laws, 
the  right  regulations,  and  the  right  kinds 
of  budget  allocations. 

But  there  is  no  substitute  for  all  the 
people  in  the  mental  health  centers  who 
are  working  with  people  involved  with  al- 
cohol and  drug  abuse,  who  are  working 
with  young  people,  and  who  are  working 
in  our  prisons  and  in  our  institutions. 
There  is  no  substitute  for  those  human 
beings  recognizing  the  special  need 
here.  And  how  much  further  do  we  have 
to  go  to  correct  unfairness,  inequities  of 
the  past,  and  to  give  people  full  and  equal 
opportunity?  It's  not  just  doing  as  much 
as  is  required.  It's  going  beyond  that  and 
doing  more.  I  ask  you  to  work  with  us  and 
let  us  work  together  in  bringing  that  about 
in  both  the  mental  health  field  and  in 
many  other  areas. 

I  noticed  as  you  went  through  the  sum- 
mary, Dr.  Paul,  the  proposal  to  establish 
an  Office  of  Manpower  Information  in  the 
Department  of  Human  Resources.  We 
are  already  moving  to  set  up  an  out- 
standing manpower  information  pro- 
gram that  is  going  to  serve  all  of  govern- 
ment, indeed  all  of  the  state.  It  is  going  to 
be  something  that  you  are  going  to  be 
very  proud  of  and  it  will  be  very  accessi- 
ble to  you. 

We  are  going  to  look  at  all  the  recom- 
mendations from  the  conference  and  I 
think  you  are  going  to  find  that  we  will  get 
back  to  you.  How  do  we  respond  to  this 
group  that's  been  here?  I  would  suggest 
that  we  set  ourselves  a  goal.  After  we 
have  had  time  to  review  all  of  these  rec- 
ommendations far  enough  down  the  road 
so  that  we  can  be  prepared  to  know  what 
we  are  going  to  put  into  the  budget,  we 
will  respond  to  what  you  have  said  here. 

We  ought  to  get  a  response  back  to 
every  single  one  of  you  who  have  regis- 
tered at  the  conference  telling  what  we 
are  doing  in  response  to  it.  Dr.  Morrow, 
will  you  make  a  note  of  that?  We  will  do 
that  and  you  will  know  because  you  will 
have  it  down  on  paper  how  we  have  re- 
sponded. 

I  will  say  to  you  that  we  will  not  be  able 
to  do  everything  you  have  recommend- 
ed. If  you  put  a  price  tag  on  everything  in 
these  recommendations,  you  can  ima- 
gine how  great  it  would  be.  But  that 
shouldn't  keep  us  from  setting  our  goals. 
Perhaps  we  can  phase  in  the  proposals 
with  the  very  high  tags  on  them. 

I  really  appreciate  and  I  welcome  all  of 
these  proposals.  We  will  be  using  those 
that  we  conclude  are  most  appropriate 
after  we  study  them  very  carefully  and 
very  seriously  as  we  prepare  our  budget 
for  the  next  legislature.  The  next  really  big 
budget  preparation  will  be  for  the  1981 
legislature,  and  we  will  begin  that  budget 
preparation  about  as  soon  as  the  current 


legislature  session  is  over.  Your  propos- 
als will  be  a  guide  for  us. 

In  the  course  of  this  conference,  you 
have  spoken  to  things  that  perhaps  ought 
to  be  in  the  law.  We  need  to  identify  those 
for  legislation.  Then  second,  we  want  to 
identify  those  federal  regulations  that  we 
ought  to  try  to  change.  We  have  a  re- 
sponsibility to  try  to  bring  change  about  at 
that  level. 

The  recommendation  to  establish  a 
task  force  in  the  Governor's  Office  to  see 
to  implementation  got  some  applause 
and  I  am  glad.  You  have  heard  me  talk  to 
the  Secretary  of  Human  Resources  right 
here  in  front  of  you  this  morning.  Sarah,  I 
want  you  and  Ben  Aiken  to  make  recom- 
mendations to  me  with  others,  and  I  wel- 
come your  ideas  as  to  how  we  establish 
this  task  force.  I  will  have  a  special  inter- 
est in  it  and  I  will  be  involved  with  it,  but 
you  all  develop  the  mechanics  of  it  if  you 
will,  and  let's  move  ahead  to  get  that 
done.  I  promise  you  that  we  will  take  all 
these  recommendations  and  use  them  as 
we  serve  in  our  leadership  roles  in  state 
government. 

I  want  you  to  also  take  the  recommen- 
dations and  use  them  in  your  work.  Many 
of  you  are  involved  at  the  state  level. 
Some  of  you  are  involved  at  the  regional 
level.  And  a  lot  of  you  are  involved  at  the 
local  level.  I  want  to  leave  you  with  this 
challenge.  You  have  challenged  us.  It  is  a 
great  challenge  that  we  take  seriously, 
that  we  will  respond  to,  and  I  will  report  to 
you  the  response.  I  want  now  to  chal- 
lenge you  to  go  back  to  your  communi- 
ties and  to  give  the  kind  of  strong 
leadership  in  your  communities  that 
you're  expecting  me  to  give. 

I  have  learned  something  in  the  years 
of  my  involvement  in  public  service  about 
how  a  society  works.  And  mostly  it  works 
based  on  what  happens  at  home  —  what 
happens  in  communities.  There  are  many 
fights  that  have  to  be  won.  In  local  com- 
munities, whether  it  is  a  matter  of  homes 
for  retarded  children  or  adults  who  need 
to  be  able  to  live  in  a  residential  commu- 
nity, the  citizens  in  that  community  have 
to  go  to  a  city  council  or  the  county  com- 
missioners and  say  it's  wrong,  it's  moral- 
ly wrong,  to  keep  these  people  and  this 
opportunity  out  of  that  community.  That 
has  to  be  done  at  the  local  level.  And  I 
want  to  urge  you  to  do  it. 

It's  at  home  where  all  those  churches 
are  located  that  ought  to  be  giving  lead- 
ership to  this.  It's  at  home  where  so  many 
of  the  agencies  and  the  organizations  are 
located  that  ought  to  be  spokesmen.  I 
want  to  urge  you  to  go  back  with  some 
"fire  in  your  guts"  if  I  may  use  that  term. 
We  are  going  to  change  the  way  things 
are  happening  and  we  are  going  to  care 
more  deeply  about  human  beings  who 
need  better  mental  health  care  in  North 
Carolina. 

I  want  to  particularly  challenge  you  to 
get  the  different  groups  working  together. 
You  heard  me  talking  about  "turfism"  on 


40 


Wednesday.  It's  one  of  the  greatest  prob- 
lems we  have  in  Raleigh.  It  is  also  one  of 
the  greatest  problems  you  have  at  home. 
Dr.  Morrow  and  I  have  worked  a  good  bit 
already  to  see  that  mental  health  and 
mental  retardation,  and  alcohol  and  drug 
abuse  really  and  truly  are  working 
together  to  solve  the  needs  of  people  in 
communities.  I  want  to  ask  your  help  in 
this. 

Some  of  you  have  come  up,  been  in- 
volved over  the  years  with  one  particular 
facet  or  the  other  and  some  of  you  think 
that's  the  most  important  one  and  these 
others  are  all  right,  but  not  nearly  as  im- 


portant. I  want  to  say  to  you  that  if  we  are 
going  to  make  the  progress  you  and  I 
want  to  make,  and  if  we  are  going  to  use 
the  money  of  the  taxpayers  of  this  state 
wisely,  we  have  to  bring  these  things 
together.  We  have  to  have  a  center  in  a 
community  that  willfully  and  fairly  treat  the 
needs  of  all  these  people  without  any 
ranking  in  terms  of  what's  important.  I 
want  to  ask  you  as  your  Governor  to  go 
back  to  your  communities  and  to  truly 
make  this  happen  because  you  care 
about  all  people. 

I  say  to  you  that  I  will  do  all  that  I  can  to 
see  that  the  State  of  North  Carolina  and 


the  people  in  this  state  who  ultimately 
must  understand  and  care  and  be  willing 
to  give  their  support  do  indeed  also  re- 
spond to  this  conference  and  to  the  rec- 
ommendations that  you  have  made.  I 
believe  that  North  Carolina  has  a  very, 
very  bright  future.  I  couldn't  be  more  op- 
timistic about  what  we  can  do  in  this 
place  on  earth.  It  will  come  about  pri- 
marily because  of  people  like  you  who 
care  enough  to  come  —  but  more,  who 
care  enough  to  go  back  home  and  make 
it  a  reality.  I  promise  you  that  as  your 
Governor,  I  will  be  your  partner  in  that 
great  venture. 


Rosalynn  Carter 


I  am  very  pleased  to  be  here  today  to 
open  the  Governor's  Conference  on 
Mental  Health.  As  some  of  you  know,  my 
interest  in  mental  health  goes  back  to  the 
days  when  Jimmy  was  Governor  of 
Georgia  and  I  served  on  a  commission 
he  established  to  improve  mental  health 
care  in  our  state.  I  learned  then  about  the 
crucial  need  to  involve  people  from  many 
different  backgrounds  —  professionals, 
volunteers,  parents  of  the  mentally  ill,  pa- 
tients, former  patients,  concerned  citi- 
zens —  in  developing  strategies  for 
change. 

This  belief  was  reinforced  by  my  work 
with  the  President's  Commission  on  Men- 
tal Health.  Our  commission  benefited 
from  the  wisdom  and  insights  of  literally 
thousands  of  individuals  —  profession- 
als and  non-professionals,  both  care  pro- 
viders and  care  receivers.  By  reaching 
out  for  advice  from  a  very  diverse  group 
of  people,  we  were  able  to  develop  a 
sound  report.  I  am  very  proud  of  it.  It  is 
brief  and  yet  comprehensive.  It  contains 
specific  recommendations  which  will 
work.  It  can  serve  as  a  blueprint  for  years 
to  come. 

I  am  determined  that  this  report  will  not 
meet  the  fate  of  so  many  others  pro- 
duced by  Presidential  commissions  — 
highly  praised  upon  completion,  widely 
distributed  to  interested  individuals  and 
organizations,  carefully  studied  by  schol- 
ars, but  never  translated  into  action. 

I  have  been  doing  what  I  can  to  see 
that  it  is  implemented.  I  have  met  with  of- 
ficials from  the  Office  of  Management 
and  Budget,  the  Department  of  Health, 
Education  and  Welfare,  and  the  Presi- 
dent's Domestic  Policy  staff.  In  February  I 
went  to  Capitol  Hill  to  discuss  our  findings 
with  members  of  the  Senate  Subcom- 
mittee on  Health  and  Scientific  Re- 
search. And  just  recently,  I  invited  mem- 


bers of  the  House  Subcommittee  on 
Health  and  Environment  to  the  White 
House  for  a  briefing. 

Today,  I  am  here  to  ask  your  help;  for 
ultimately,  the  success  of  the  commis- 
sion's work  depends  on  people  like  you 
—  people  at  the  state  and  local  level  who 
will  take  our  recommendations  and  give 
them  life.  For  far  too  long,  those  who  suf- 
fer from  mental  afflictions  have  been 
woefully  neglected  by  a  system  of  care 
that  is  uncoordinated,  fragmented  and  in 
some  areas  of  our  country  even  non- 
existent. For  far  too  long,  red  tape  and 
conflicting  regulations  and  requirements 
at  the  federal,  state  and  local  level  have 
forced  professionals  to  spend  more  time 
filling  out  forms  than  taking  care  of  those 
in  trouble.  For  far  too  long,  there  has  not 
been  enough  cooperation  between  the 
mental  health  sector  and  other  health  and 
human  service  agencies,  leaving  too 
many  of  those  who  have  been  dis- 
charged from  institutions  to  fend  for 
themselves  in  dilapidated  hotels  or  board 
and  care  homes. 

If  we  are  to  reach  our  goal  of  making 
high-quality  mental  health  care  available 
to  all,  there  must  be  changes  in  the  ways 
mental  health  care  is  planned,  delivered 
and  financed.  And  these  changes  must 
be  initiated  at  all  levels  of  government 
and  in  both  public  and  private  arenas. 

Our  commission  called  for  new  part- 
nerships between  the  public  and  private 
sectors,  among  local,  state  and  federal 
agencies  and  officials,  and  between 
those  who  work  in  mental  health  and 
other  human  services.  We  arrived  at  our 
conclusions  with  great  conviction. 

The  states  have  a  critical  role  to  play  in 
this  effort.  As  you  well  know,  up  until  the 
end  of  World  War  II,  the  states  had  the 
major  responsibility  for  care  of  the  men- 
tally ill.  Even  now,  despite  more  than  15 


41 


years  of  federal  involvement  through  the 
Community  Mental  Health  Centers  Pro- 
gram and  the  Public  Insurance  Pro- 
grams, states  will  bear  the  major  finan- 
cial responsibility  for  providing  mental 
health  care.  Almost  35  percent  of  the  to- 
tal public  dollars  spent  on  mental  health 
are  state  dollars,  and  they  go  primarily  to 
support  care  for  the  chronically  mentally 
ill  in  large  state  institutions. 


And  yet,  there  is  very  little  disagree- 
ment today  about  the  fact  that  the  chronic 
patient  can  be  better  cared  for  in  com- 
munity-based programs  close  to  family, 
friends  and  neighbors. 

In  searching  for  ways  to  correct  this 
situation,  our  commission  consulted  with 
state  mental  health  commissioners,  and 
representatives  of  state  and  county  men- 
tal health  agencies,  with  governors  and 
members  of  state  legislatures.  We  had  a 
special  work  group  that  studied  these 
problems.  These  people  told  us  they 
were  eager  to  work  with  the  federal  gov- 
ernment but  that  they  were  tired  of  being 
treated  in  a  paternalistic  way. 

As  one  state  commissioner  said, 
"Don't  just  give  us  directives  to  close 
more  state  hospital  beds.  Help  us  do  so 
by  providing  genuine  incentives  to  de- 
velop community-based  care  and  help 
us  upgrade  the  quality  of  care  in  those 
hospitals  that  remain.  And  help  us  pro- 
tect the  livelihoods  of  those  workers 
whose  futures  are  threatened  by  the 
elimination  of  their  jobs  at  the  state  hos- 
pitals." 

They  urged  us  to  involve  them  —  and 
their  colleagues  in  other  states  and  com- 
munities —  from  the  beginning,  not  after 
the  fact,  in  developing  a  new  national 
plan  for  caring  for  the  chronically  men- 
tally ill. 

In  our  report,  we  recommend  just  that. 
And,  we  call  for  a  new  federal  program 
which  would  permit  the  states,  in  consul- 


tation with  federal  officials,  to  develop 
specific  plans  for  creating  more  commu- 
nity-based services  for  the  chronically 
mentally  ill.  Those  states  which  meet  their 
goals  would  be  rewarded;  those  who 
failed  to  do  so,  would  not.  I  am  sure  you 
will  hear  more  about  this  concept  in  the 
next  day  and  a  half. 

Of  course  the  chronic  mental  patient 
needs  more  than  just  good  community- 
based  mental  health  care.  Many  of  these 
people  are  also  in  desperate  need  of  the 
basic  necessities  of  life  —  food,  shelter, 
clothing  —  perhaps  even  the  opportuni- 
ty to  hold  a  job.  And  so,  our  strategy  for 
providing  appropriate  care  for  them  in- 
volves more  than  just  reforms  in  mental 
health  services.  We  need  to  work  closely 
with  those  in  housing,  welfare,  education 
and  rehabilitation.  We  need  an  alliance  of 
caring  people  in  communities. 

Since  I  first  became  concerned  about 
improving  mental  health  services,  I  have 
visited  many  mental  health  facilities  both 
in  Georgia  and  all  across  our  country.  I 
have  learned  firsthand  that  the  programs 
which  succeed  are  those  in  which  the 
community  has  taken  a  real  interest.  We 
can  create  on  paper  the  most  enlight- 
ened mental  health  plan  in  the  world.  But 
without  caring  people  and  community- 
wide  involvement,  that  plan  is  doomed  to 
failure. 

Our  commission  recognized  these 
problems  and  called  for  revisions  in  the 
present  community  Mental  Health  Cen- 
ters Program  which  would  allow  greater 
flexibility  in  developing  comprehensive 
community-based  systems  of  care.  Too 
often  in  the  past  few  years,  federal  policy 
has  made  it  difficult,  if  not  impossible,  for 
communities  to  assume  responsibility  for 
meeting  the  mental  health  needs  of  its  cit- 
izens. 

I  am  pleased  to  say  that  very  shortly 
the  President  will  be  sending  legislation  to 


Congress  to  implement  these  changes 
and  1  am  very  hopeful  that  the  new  pro- 
gram will  be  in  place  this  year. 

But  we  all  know  that  our  government 
resources  are  finite,  while  our  needs  are 
not.  And  so  we  need  to  look  to  those 
community  institutions  —  schools, 
churches,  voluntary  organizations  and 
civic  clubs  —  which  represent  a  power- 
ful network  of  support  systems  which  can 
supplement  the  formal  mental  health  care 
delivery  system.  It  is  to  these  institutions 
and  to  friends  and  neighbors  that  mil- 
lions of  Americans  turn  in  times  of  men- 
tal and  emotional  distress.  Mental  health 
problems  affect  all  of  us  —  either  per- 
sonally or  among  our  family,  friends  or 
neighbors. 

And  yet,  our  commission  learned  that 
a  large  portion  of  the  public  is  both 
frightened  and  repelled  by  the  notion  of 
mental  illness,  even  though  it  is  less  so- 
cially acceptable  to  say  so.  Mentally  ill 
and  emotionally  disturbed  people  need 
someone  to  provide  them  with  friendship 
and  support.  Too  often  these  people  find 
just  the  opposite.  People  do  not  want  for- 
mer patients  living  next  door  for  fear  that 
crime  will  increase,  children  will  be 
harmed  or  property  values  decreased. 
Employers  are  reluctant  to  hire  people 
with  a  history  of  mental  illness. 

It  is  no  wonder  that  many  try  to  es- 
cape these  haunting  realities  by  hiding 
their  past  history.  It  is  not  surprising  that 
millions  of  Americans  are  still  afraid  or 
ashamed  to  seek  professional  help. 

Until  we  break  the  self-feeding  cycle  of 
fear,  discrimination  and  lack  of  under- 
standing, our  efforts  to  improve  the  qual- 
ity of  mental  health  care  for  all  who  need 
it  will  be  in  vain.  We  —  you  and  I  —  have 
the  opportunity  to  assume  a  leadership 
role  in  giving  priority  to  the  needs  of  these 
citizens. 

I  am  here  today  to  ask  your  help  in 
achieving  this  goal. 
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Ladies  and  gentlemen,  I  stand  before 
you  here  tonight  really  as  a  man  dis- 
mayed because  I  have  sat  among  you  all 
day  long;  and  I  don't  think  I've  ever  in  my 
life,  heard  such  an  impressive  array  of 
speeches  as  I  have  today  from  your  gov- 
ernor, your  mayor,  your  senator,  your 
president  of  the  Mental  Health  Associ- 
ation; and  finally,  the  wife  of  the  Presi- 
dent of  our  country. 

And  this  afternoon  I  attended  a  break- 
out session.  I  thought  it  was  one  of  the 
most  interesting  things  I  have  attended  in 
quite  a  while  on  rural  problems.  The  trou- 
ble is  that  it  seems  to  me,  everything  has 
been  covered,  every  base  has  been 
touched,  every  aspect  of  mental  health 
has  been  discussed,  and  there  is  nothing 
really  very  much  to  talk  about  by  me. 

I  was  turning  this  over  in  my  mind  as  I 
walked  back  to  the  Holiday  Inn  after  the 
afternoon  session.  It  finally  came  to  me 
that  what  I  was  here  for  really  was  to  give 
the  other  side  of  the  story  —  the  victim, 
the  client  as  you  sometimes  call  them,  the 
consumer.  I  really  represent  the  human 
being  behind  all  the  problems  that  have 
been  discussed  here  today.  When  you 
are  talking  about  deinstitutionalization, 
you  are  talking  about  me,  trying  to  face 
up  to  the  sudden  turn  of  fortune  which 
has  brought  me  from  an  environment, 
which  in  any  event  was  sheltered,  back  to 
a  community  which  was  perhaps  not 
really  ready  to  have  me.  I've  seen  this.  I 
have  felt  it. 

When  you  are  talking  about  alcohol- 
ism, you're  talking  about  me.  Somebody 
who  suddenly  faces  the  nightmare  of  a 
pleasant  social  habit  turn  into  a  poten- 
tially fatal  disease.  When  you  are  talking 
about  depression,  you're  talking  about 
me  and  my  unforgettable  experience  of 
my  own  personal  season  in  hell. 

There  are  so  many  aspects  to  this 
mental  health  problem  that  it's  hard  to 
know  which  one  of  them  to  touch  on. 
There  is  so  much  urgency  to  so  many 
that  it  is  difficult  to  keep  emotional  con- 
trol. When  I  listen  to  some  of  those  things 
you  professionals  cope  with  out  in  the 
field  every  day,  I  really  don't  see  how  you 
do  it. 

There  is  the  great  problem  of  human 
ignorance  of  mental  illness.  There  is  still 
so  much  ignorance  that  the  task  of  edu- 
cation sometimes  seems  insurmount- 
able. And  yet  it  has  to  be  done,  and  this  is 
part  of  my  job.  As  a  former  mental  health 
patient,  I  am  one  of  those  who  has  to 
work  to  overcome  the  barriers  that  sep- 
arate the  mentally  ill  from  the  rest  of  hu- 
manity, to  overcome  the  stigma  associ- 
ated with  mental  illness,  to  show  that  be- 
ing mentally  ill  actually  isn't  all  that  differ- 
ent than  being  just  plain  ill  with  pneu- 


monia, appendicitis,  whatever.  What  this 
gets  down  to  often  is  that  many  of  our  be- 
liefs and  practices  toward  the  mentally  ill 
are  based  on  myths. 

I  know  the  human  concerns  of  the 
mentally  ill,  the  human  pain,  and  the  ero- 
sion of  the  human  spirit.  I've  lain  awake 
through  screaming  nightmares  alone  in 
an  attic  room.  I've  discussed  life  and 
death  with  a  man  I  once  saw  lying  dead  in 
the  snow  in  Central  Park,  the  snow  falling 
on  his  open  eyes.  And  he  would  come 
back  to  me  each  night,  and  sit  beside  my 
bed,  and  try  to  persuade  me  toward  his 
side.  Of  course  he  was  a  hallucination, 
but  he  was  very  real  to  me  at  that  time. 

And  I,  too,  have  felt  my  self-confi- 
dence and  my  sense  of  self-worth  grad- 
ually go  down  the  drain  to  the  point  where 
to  myself  I  was  an  utterly  worthless  per- 
son with  no  purpose,  no  incentive,  no 
logical  reason  to  remain  alive.  And  yet, 
despite  this  terrible  thing  that  happened 
to  me  just  a  few  years  ago,  I  have  recov- 
ered, I  have  been  able  to  survive,  and  I've 
been  able  to  make  a  living  in  one  of  the 
toughest  occupations  I  think  there  is.  If 
anybody  can  tell  me  anything  more  be- 
set with  stress  and  doubt  and  uncertain- 
ty than  writing  for  a  living,  I  don't  want  to 
hear  about  it.  I  really  don't. 

The  stigma  which  we  put  on  the  men- 
tally ill  says  that  former  mental  patients 
can't  stand  stress.  They  can't  make  de- 
cisions. They're  just  kind  of  tricky  and 
maybe  even  dangerous.  A  former  men- 
tal patient  —  that's  me.  With  deinstitu- 
tionalization sending  the  patients  out  of 
the  hospital  back  to  the  community,  the 
problems  of  the  stigma  increased  dra- 
matically. Now  former  mental  patients  are 
back  among  the  people  instead  of  hid- 
den away  which  is  what  we  have  been 
doing  with  them  for  countless  centuries. 
A  former  mental  patient  is  a  neighbor 
down  the  street.  God  forbid!  A  former 
mental  patient  living  near  our  school  Cry 
havoc!  A  former  mental  patient  applying 
for  jobs  —  what  can  they  possibly  do? 
The  stigma  is  very  real  indeed  —  but  is  it 
justified? 

Let  me  tell  you  one  story  of  someone  I 
met  who  also  wears  that  stigma  now.  A 
couple  years  ago  when  I  was  sitting  in  my 
office  in  Mystic  Seaport,  I  got  a  letter  from 
a  woman  in  Brazil  —  one  of  the  most  ex- 
traordinary letters  I  have  ever  read  in  my 
life.  Into  two  pages  of  single-spaced  typ- 
ing, she  somehow  managed  to  put  the 
essence  of  a  lifetime,  50  years  of  living. 
She  was  an  American,  married  20  years 
to  a  man  who  was  a  technician  of  jet 
engines,  and  with  him  she  traveled  over  a 
good  part  of  the  world  until  they  finally 
came  to  Brazil,   150  miles  north  of  San 
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Paulo.  They  liked  it  so  much  in  this  ideal 
climate,  beautiful  fertile  soil  that  they  de- 
cided to  settle  down.  Land  was  cheap 
then  and  they  bought  300  acres  for  a  cit- 
rus farm. 

There  was  one  thing  wrong  with  their 
lives  —  they  were  both  alcoholics.  But 
neither  of  them  realized  it.  This  woman 
had  been  drinking  since  she  was  fifteen 
years  old.  By  the  time  she  got  to  Brazil, 
she  was  in  a  pretty  advanced  stage  of  al- 
coholism. She  suffered  from  too  many 
hangovers,  she  had  the  shakes.  She  was 
beginning  to  suffer  from  malnutrition,  she 
couldn't  eat  breakfast,  and  she  had  to 
start  the  day  on  beer. 

She  really  never  knew  that  there  was 
anything  wrong  with  her.  She  knew  that 
she  drank  a  lot,  but  she  just  thought  that 
was  because  of  her  personal  problems 
and  drinking  helped  to  solve  the  prob- 
lems. She  didn't  know  what  the  prob- 
lems were,  but  she  felt  them. 

One  day  she  happened  to  read  a 
column  on  alcoholism  written  by  a  doctor 
in  an  American  newspaper  sent  by  a 
friend.  It  was  just  a  short  thing,  half  a 
dozen  paragraphs.  But  as  she  read  it,  she 
had  something  very  like  a  revelation  be- 
cause she  realized  all  of  a  sudden  that 
everything  he  said  in  that  column  ap- 
plied to  her.  Those  were  the  symptoms 
she  was  suffering  from.  These  were  the 
things  she  was  doing  and  had  been  do- 
ing for  years.  At  the  end  of  the  story  was 
death  either  from  cirrhosis  of  the  liver  or 
by  insanity  through  hopeless  degenera- 
tion of  the  brain. 

Well,  that  column  scared  the  daylights 
out  of  her,  she  said.  She  didn't  know  what 
to  do.  Here  she  was  in  a  Brazilian  wilder- 
ness, alone  with  her  husband  and  an 
alien  people,  far  from  any  kind  of  civil- 
ization except  for  a  small  town  about  half 
an  hour  away.  And  she  suddenly  real- 
ized that  she  was  in  mortal  danger  from 
something  which  she  did  habitually  every 
day.  She  couldn't  get  any  help  for  it. 

She  went  to  see  the  local  doctor  and 
he  laughed  and  said,  "Well,  that's  no 
problem.  Just  stop  drinking."  He  gave 
her  an  over-the-counter  tranquilizer  that 
did  nothing  for  her. 

Brazil  is  an  unlikely  place  to  get  much 
help  for  alcoholism  because  everybody 
drinks  there.  Kids  start  drinking  in  their 
teens  as  a  normal  routine  thing;  and  as  a 
consequence  of  this,  the  life  span  of  Bra- 
zilians is  much  shorter  than  what  we  like 
to  think.  There  just  seemed  to  be  no  help 
for  her  at  all.  Her  husband  couldn't  help 
her  either.  He  didn't  believe  in  alcohol- 
ism. She  decided  that  if  she  was  going  to 
stay  alive,  she  was  just  going  to  have  to 
stop,  and  she  did.  Bang!  Cold  turkey 
from  one  day  to  the  next!  It  took  her  seven 
months  before  she  felt  reasonably  safe. 
Her  husband  went  right  on  drinking.  You 
can  imagine  what  an  act  of  will  that  was 
with  no  help,  no  drugs,  no  counseling,  no 
nothing! 


Then  what  happened  to  her  next  was 
that  she  fell  into  a  deep,  dark,  and  terri- 
ble depression.  She  knew  nothing  about 
that,  either.  All  she  knew  was  that  the 
world  suddenly  turned  black.  She  was 
afraid  all  the  time,  and  she  could  find  no 
comfort  from  anyone.  She  realized  that 
her  marriage  was  collapsing  because  her 
marriage  had  been  held  together  by  al- 
cohol. As  long  as  she  and  her  husband 
both  drank,  everything  was  all  right;  but 
once  she  stopped  and  got  over  it,  her  in- 
tellect took  a  quantum  leap  ahead  of  his. 

And  so,  she  was  intellectually  iso- 
lated. She  reached  the  point,  as  un- 
treated depressive  persons  usually  do, 
where  all  her  reason  and  all  her  logic  told 
her  that  the  only  way  to  end  this  particu- 
lar agony  was  suicide.  One  day  she 
gathered  up  all  of  the  pills  she  could  find 
in  the  house.  All  the  pills  of  ten  years  of 
communal  living  —  sleeping  pills,  tran- 
quilizers, aspirins,  Lord  knows  what  all. 
Gathered  up  the  whole  bunch  of  them, 
put  them  in  a  little  basket,  and  walked 
down  the  farm  lane  to  a  little  house  that 
she  and  her  husband  had  built  nine  years 
before  for  a  foreman  who  never  came. 
She  lay  down  on  a  cot  there  alone  and 
took  them  all. 

When  she  woke  up,  she  was  at  the 
hospital.  Her  husband  had  become  alar- 
med when  she  didn't  show  up  during  the 
night;  and  he  set  off  in  the  morning  to 
search  for  her,  and  he  found  her  down 
there.  He  rushed  her  to  the  hospital.  Her 
stomach  was  pumped  out,  but  nothing 
was  different.  Nothing  was  changed.  Af- 
ter about  ten  days  they  released  her  from 
the  hospital.  They  had  nothing  to  give 
her.  She  went  back  home.  She  decided 
that  the  next  time  that  she  was  going  to 
make  sure  and  use  the  .38  revolver  which 
they  kept  to  shoot  snakes  and  other  dan- 
gerous animals  around  the  house. 

Along  about  that  time  she  got  an  old 
copy  of  Time  magazine  and  in  it  was  a  re- 
view of  the  book  I  wrote  called  A  Season 
in  IHell.  For  the  second  time  in  her  life, 
she  had  a  revelation.  She  read  this  book 
review  and  found  that  it  described  every- 
thing that  was  happening  to  her  —  every 
single  thing!  At  the  end  it  said  this  is  an  ill- 
ness and  it  can  be  treated,  as  indeed,  I 
was  treated  in  New  Haven. 

For  the  first  time  in  years,  she  had 
something  like  hope.  Not  that  she  had 
been  depressed  for  years,  but  it  was 
years  since  she  had  had  anything  like 
hope  for  a  decent  life.  She  sat  down  that 
afternoon  and  wrote  me  this  letter  which  I 
got  that  day  in  Mystic.  There  was  such  a 
compelling  quality  to  this  letter  that  I  wrote 
her  an  answer  that  same  morning  of  the 
day  she  decided  to  end  her  life  forever 
because  she  didn't  really  have  any  hope 
that  she  was  going  to  find  the  author  of 
this  book. 

There  wasn't  any  address  in  the  book 
review.  It  was  only  the  fact  that  years  ago 
I  had  worked  for  Tlie  New  York  Times 
and  my  letter  did  get  to  her  and  there 


were  a  half  dozen  words  in  there  which 
changed  her  life  completely.  I  said,  "If 
you  can  get  to  New  Haven,  I  am  posi- 
tively certain  that  you  can  be  cured." 
Thus,  she  managed  it. 

She  wrote  my  psychiatrist,  she  got  an 
appointment,  she  flew  up  from  San 
Paulo,  and  she  was  in  treatment  for  four 
and  a  half  months.  Then  the  doctor  said, 
"I  think  you  are  OK  now.  I  think  you  can 
go  home."  So  she  went  to  Brazil  again 
which  is  the  only  home  she  knew  and  the 
only  place  she  had.  She  went  back  down 
there  feeling  very  strange  about  it  but  de- 
termined to  plan  and  build  together  their 
life  again.  Within  a  week  she  suddenly 
realized  it  wasn't  going  to  work.  Within  a 
week  she  made  the  decision  to  leave 
home,  leave  her  husband,  leave  Brazil, 
and  everything  she  had  to  start  a  new  life 
at  an  age  when  most  women  and  an  aw- 
ful lot  of  men  and  women  both  are  quite 
content  to  stay  together  while  life  is 
sliding  along  toward  a  close.  She  was 
about  to  start  all  over  again  —  unable  to 
make  decisions,  unable  to  work,  under 
stress,  a  former  mental  patient. 

She  is  in  New  Haven  now.  She's  got  a 
job,  and  she's  on  her  own!  She  took  up 
playing  the  French  horn  again  which  she 
hadn't  played  for  30  years.  This  is  a  form- 
er mental  patient  who  can't  take  it.  I  think 
this  statement  is  a  myth.  I  think  it,  be- 
cause of  what  happened  to  me.  I  think  it, 
because  of  what  happened  to  her.  I  think 
it,  because  of  what  happened  to  most 
people  I  know  who  have  recovered  from 
mental  illness  as  it  is  now  possible  to  re- 
cover with  the  aid  of  drugs  and  therapy. 

This  morning  you  heard  Senator  Mor- 
gan tell  you  about  the  first  mental  patient 
he  ever  saw  when  he  was  Clerk  of  Sup- 
erior Court  which  carried  with  it  the  title  of 
Judge  of  Probate  —  a  patient  he  had  to 
commit  to  jail  because  there  wasn't  any 
room  in  the  mental  hospital.  Well,  I'd  like 
to  tell  you  one  more  story  and  this  is  a 
story  that  concerns  the  people  who  are 
really  the  backbone  of  the  mental  health 
movement.  The  people  without  whom  it 
never  could  have  got  started  —  let  alone 
survive.  This  is  a  story  about  a  mental 
health  volunteer. 

This  was  a  woman  I  met  in  Danville, 
Virginia,  one  evening  after  I  had  spoken 
there.  She  told  me  of  her  first  experience 
in  a  hospital  when  she  became  a  volun- 
teer twenty  years  before.  She'd  been  sent 
to  the  mental  hospital  to  talk  to,  to  be- 
come friendly  with,  one  of  the  patients 
who  was  a  12-year  old  boy.  That  boy  had 
been  committed  to  the  hospital  as  per- 
manently and  incurably  insane.  It  prob- 
ably wouldn't  happen  nowadays  but 
twenty  years  ago  it  could  and  did. 

She  never  knew  what  he  had  done. 
She  said  it  must  have  been  something 
pretty  awful.  She  went  there  one  day,  and 
she  knocked  on  the  door  and  opened  it, 
and  he  was  lying  in  the  hospital  bed  — 
his  face  turned  to  the  wall.  She  said  hello 
and  introduced  herself.  He  never  moved 
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or  stirred.  She  stood  there  for  a  minute 
wondering  what  to  do.  She  spoke  his 
name  again.  He  gave  absolutely  no  sign 
that  he  had  heard  her,  and  she  was  about 
to  turn  around  and  go  out  again  because 
it  seemed  useless  to  stay,  She  said  to 
herself,  "No,  I'm  not  going  to  go.  I  have 
been  sent  here  to  talk  to  this  boy,  to  get  to 
know  this  boy,  and  that's  what  I  am  going 
to  do." 

She  pulled  up  a  chair  and  sat  down 
beside  the  bed.  She  talked  to  that  boy  for 
an  hour  about  anything  under  the  sun 
that  she  could  think  of  that  might  possi- 
bly interest  a  12-year  old  —  football, 
baseball,  the  World  Series,  what  the  other 
kids  were  doing,  what  was  going  on  in 
school,  anything.  That  evening  when  she 
got  home  she  thought  the  thing  out  again, 
and  she  made  a  kind  of  a  program  for 
herself. 

She  went  back  again  a  week  later.  He 
was  still  lying  there,  back  to  the  wall,  no 
sign  that  he  had  any  knowledge  of  her 
presence.  This  time  she  brought  a  guitar 
and  sat  there  and  sang  songs  to  him  and 
talked.  The  next  time  she  brought  a  book 
and  read  to  him  for  an  hour,  and  she 
varied  things  this  way.  Every  week  some- 
thing else  —  books,  poetry,  songs,  talk. 
She  never  got  a  sign  of  recognition  from 
him.  He  was  always  the  same  still  un- 


moving  figure  lying  there  face  to  the  wall, 
but  she  persevered. 

Then  one  day  she  had  to  bring  her 
baby  with  her.  She  had  a  little  boy  who 
was  about  a  year  and  a  half  old.  He  was 
at  that  age  where  he  was  just  beginning  to 
discover  the  world  and  all  the  nice  things 
about  it.  He  thought  that  the  hospital 
room  was  wonderful  with  its  clean  lino- 
leum floor,  chromium  plated  table  legs, 
and  chair  legs;  and  he  was  crawling  all 
around  gurgling,  and  cooing,  and  laugh- 
ing. She  was  sitting  there  as  usual 
reading,  and  the  boy  as  usual  was  lying 
there  in  bed.  All  of  a  sudden  for  the  first 
time  in  over  a  year,  she  saw  him  move. 
He  turned  around,  looked  at  her  and  for 
the  first  time  she  saw  his  face. 

It  wasn't  the  face  of  an  insane  person. 
It  wasn't  the  face  of  a  criminal.  It  was  the 
tear-streaked,  ravaged  face  of  a  small 
boy  who  didn't  know  why  he  was  being 
punished.  He  looked  at  her  for  an  in- 
stant. He  fell  over  to  the  side  of  the  bed; 
he  looked  down  at  the  baby  and  smiled. 
He  got  out  of  bed  down  to  the  floor,  and 
he  started  playing  with  the  baby.  Well, 
that  volunteer  knew  that  she  had  seen 
something  very  close  to  a  miracle.  She 
realized  that  she  had  been  a  witness  to  a 
real  breakthrough.  She  told  me  that  she 
had  seen  her  patient  several  years  later. 


and  he  was  a  grown  man.  Now  he  had 
got  out  of  the  hospital,  he'd  gone  back  to 
school,  he'd  gone  to  college,  he  got  out, 
got  a  job,  got  married,  and  had  a  couple 
of  children  of  his  own.  He  was  a  useful 
productive  member  of  society  instead  of 
just  a  vegetable  lying  there  in  bed.  And  all 
because  one  woman  simply  would  not 
give  up,  but  persevered  week  after  week 
after  week  until  he  was  well.  She  built  the 
bridge  between  him  and  the  world,  and 
he  was  able  to  cross  it. 

This  is  one  of  the  things  about  the 
mental  health  movement  that  has  im- 
pressed me  so  from  the  very  beginning 
because  in  the  very  beginning  when  I  first 
got  in  touch  with  those  people,  I  was  still 
close  enough  to  my  own  period  of  illness 
to  understand  what  it  would  have  meant 
to  me  to  have  had  someone  to  talk  to, 
someone  to  try  to  break  through  my  iso- 
lation, someone  whose  shoulder  I  could 
have  cried  on.  It  was  because  of  this  sort 
of  dedication  that  I  have  gone  around 
making  speeches  like  this  all  over  the 
country  trying  to  tell  people  what  this 
movement  is  really  all  about  beyond  the 
immediate  problems,  beyond  the  statis- 
tics, beyond  all  these  things  —  when  it 
comes  down  to  people!  Thank  you  for  lis- 
tening to  me  tonight. 
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We  as  a  nation  continue  to  warehouse 
our  mentally  ill  citizens.  This  state  of  af- 
fairs persists  despite  the  community 
mental  health  movement,  despite  con- 
siderable national  attention  to  this  issue 
and  despite  the  recognition  that  we  are 
hurting  rather  than  helping  many  of  the 
people  we  shut  away  in  our  institutions. 
We  have  spent  the  last  few  years  grap- 
pling with  how  to  transform  this  situation 
in  Massachusetts.  This  paper  will  de- 
scribe some  of  the  approaches  we've 
taken  to  this  problem  in  hope  that  some 
of  our  experience  may  have  application 
elsewhere. 

At  the  outset  we  decided  that  we  had  to 
go  far  beyond  the  guarantees  embodied 
in  most  right  to  treatment  litigation  and 
commit  ourselves  to  the  principle  that 
mentally  ill  people  at  risk  of  institution- 
alization have  a  right  not  only  to  treat- 
ment, but  to  treatment  in  the  least  restric- 
tive, most  normalizing  setting  suitable  to 
their  needs.  We  believed  that  guarantee- 
ing the  mentally  ill  a  right  to  adequate 
treatment  as  articulated  by  the  court  in 
Wyatt  vs.  Stickney  for  example,  did  not 
fundamentally  alter  the  second  class  sta- 
tus accorded  to  severely  mentally  ill  peo- 
ple by  this  society,  for  it  did  not  chal- 
lenge the  practice  of  institutionalizing 
people  who  could  be  treated  in  less  re- 
strictive, less  isolated  settings.  Far  from 
doing  so,  the  courts  have  in  a  sense  le- 
gitimized this  practice  by  stating  the  pre- 
conditions which  make  unnecessary  in- 
stitutionalization permissible.  They  have 
said  in  effect  that  states  can  involuntarily 
commit  people  to  state  hospitals  so  long 
as  the  latter  provide  treatment  to  those  so 
confined  —  even  if  those  people  could 
have  been  treated  in  less  restrictive  set- 
tings. In  contrast,  and  notwithstanding  the 
egregious  manner  in  which  deinstitution- 
alization has  been  implemented  in  many 
states,  we  have  come  to  believe  that  for 
most  patients,  the  institution  is  deficient 
not  simply  because  it  is  understaffed  or 
old,  but  because  it  is  impersonal,  iso- 
lated from  society,  distant  from  family 
and  friends,  and  because  it  is  an  exces- 
sively restrictive  form  of  care.  Doubling 
the  staff,  modernizing  the  facility  and  up- 
grading its  treatment  capacity  does  not 
fundamentally  rectify  the  situation,  since 
most  of  the  institutionalized  population 
are  capable  of  treatment  in  a  setting  less 
restrictive  than  a  state  hospital,  if  those 
settings  were  made  available  to  them. 
The  right  to  treatment  principle  espoused 
by  the  courts  in  most  progressive  mental 
health  litigation  allows  that  treatment  is 
the  only  thing  which  justifies  proper  com- 
mitment. The  principle  embodying  a  right 
to  treatment  in  the  least  restrictive  alter- 
native, however,  implies  that  no  amount 


of  treatment  can  justify  the  institutional- 
ization of  people,  involuntary  or  volun- 
tary, unless  they  in  fact  require  that  de- 
gree of  restrictiveness. 

Having  taken  upon  ourselves  the  af- 
firmative obligation  to  develop  a  service 
system  which  provides  people  at  risk  of 
institutionalization  opportunities  for  treat- 
ment in  the  least  restrictive  setting,  we  set 
about  to  translate  this  into  operational 
terms.  Two  years  ago  we  undertook  an 
exhaustive  clinical  assessment  of  every 
single  patient  in  each  of  our  state  hospi- 
tals. We  carefully  analyzed  each  pa- 
tient's level  of  functioning,  his  behavior, 
his  mental  status,  his  medical  and  nurs- 
ing needs,  and  so  on.  We  assessed 
whether  he  needed  help  dressing  him- 
self, whether  he  tended  to  wander, 
whether  he  could  communicate  verbally, 
whether  he  was  dangerous  to  himself  or 
to  others.  It  was  a  most  extensive  survey. 
We  then  determined  from  this  assess- 
ment the  residential  and  support  serv- 
ices which  almost  every  patient  needed  in 
order  to  live  in  the  community.  After  we 
had  developed  an  individualized  com- 
munity service  plan  for  almost  every  pa- 
tient, we  determined  the  resources  which 
would  be  necessary  to  implement  this 
plan  and  thereby  developed  a  blueprint 
of  the  services  and  resources  necessary 
to  treat  all  but  a  small  group  of  danger- 
ous patients  in  the  community. 

The  results  of  this  assessment  pro- 
cess were  really  quite  striking.  Of  all  the 
people  still  living  in  the  state  hospitals  in 
Massachusetts,  the  vast  majority,  almost 
90%  in  fact,  although  quite  disabled, 
were  determined  to  be  capable  of  living  in 
the  community  if  the  community  mental 
health  system  was  expanded  and  organ- 
ized to  help  them  do  so.  To  one  who 
hasn't  spent  much  time  in  a  state  hospi- 
tal, this  may  not  seem  like  a  terribly  re- 
markable conclusion.  If  one  is  familiar 
with  the  remaining  patients  in  state  hos- 
pitals, it  will  be  quickly  brought  to  mind 
just  how  disabled  and  dysmorphic  many 
of  these  patients  are.  Many  have  been 
sitting  in  the  corners  of  state  hospitals  for 
the  last  30  years  with  only  minimal  reha- 
bilitation and  don't  look  as  if  they  could 
walk  across  the  ward,  much  less  into  the 
community.  Now  a  handful  could  not,  but 
most  in  fact  could  if  a  continuum  of  resi- 
dential and  supportive  services  were  es- 
tablished in  the  community  and  tailored 
to  their  individual  needs. 

Another  thing  which  the  clinical  as- 
sessment process  pointed  out  vividly  was 
just  how  many  people  were  being  admit- 
ted to  the  state  hospitals  simply  because 
general  hospitals  were  unwilling  to  ac- 
cept involuntary  patients.  To  rectify  this 
situation,  we  established  a  forum  con- 
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sisting  of  the  association  of  general  hos- 
pitals in  the  state,  the  state  psychiatric  so- 
ciety, the  Massachusetts  Association  for 
Mental  Health,  and  the  Department  of 
Public  Health.  After  a  year  of  delibera- 
tion, these  groups  unanimously  con- 
cluded that  hereafter  the  hospitals  in 
every  catchment  area  requesting  a  Certi- 
ficate of  Need  for  psychiatric  beds  had  to 
organize  themselves  so  that  all  voluntary 
and  involuntary  patients  except  for  the 
most  violent  could  be  cared  for  in  the 
community.  This  agreement  has  been 
embodied  in  the  state's  health  plan  and 
will  be  enforced  through  the  Certificate  of 
Need  Process. 

Having  completed  the  clinical  assess- 
ment process,  and  having  determined  the 
services  which  would  be  necessary  to  im- 
plement the  individual  community  serv- 
ice plans  for  most  of  the  patients  living  in 
our  state  hospitals,  we  turned  our  atten- 
tion to  a  problem  which  more  than  any 
other  has  discredited  the  deinstitutional- 
ization process  in  many  states:  the  ten- 
dency of  many  state  hospitals  to  dump 
patients  into  communities  without  ade- 
quate services.  As  we  looked  at  this 
issue,  we  came  to  feel  the  very  dichoty- 
mous  structure  of  the  mental  health  sys- 
tem in  most  states  contributed  to  this 
problem,  and  almost  guaranteed  a  lack  of 
continuity  of  care.  The  complete  admin- 
istrative separation  between  the  institu- 
tion and  the  community  mental  health 
system,  the  lack  of  a  common  govern- 
ance responsible  for  both,  meant  that 
there  existed  no  single  point  of  account- 
ability for  the  patient's  treatment  when  he 
either  entered  or  left  the  institution.  Under 
these  circumstances,  continuity  of  care 
between  the  institution  and  the  commu- 
nity when  it  did  take  place,  was  often  de- 
pendent on  the  vicissitudes  of  the  per- 
sonal relationship  existing  between  indi- 
vidual professionals  in  each  system.  It 
was  not  something  which  occurred  be- 
cause of  the  administrative  structure  of 
the  mental  health  system  but  in  spite  of  it. 
Discontinuity  of  care  then  seemed  to  us 
to  be  the  preordained  result  of  the  exis- 
tence of  divided  authority  between  two 
isolated  systems,  one  responsible  for  the 
patient's  institutional  care,  the  other  for 
his  ambulatory  care.  No  one  person  had 
direct  responsibility  for  both. 

In  a  partial  attempt  to  deal  with  this 
problem,  we  have  begun  to  change  the 
administrative  structure  of  the  mental 
health  system  in  the  following  way:  in 
place  of  the  traditional  administrative 
structure  of  most  geographically  unitized 
institutions,  in  which  each  unit  director  re- 
ports to  a  superintendent,  we  are  putting 
in  place  a  structure  in  which  the  superin- 
tendent becomes  a  hospital  administra- 
tor responsible  only  for  the  hospital's 
central  support  services.  Clinical  care  on 
the  unit  remains  under  the  authority  of  the 
unit  director,  but  now  each  unit  director 
reports  not  to  the  superintendent  but  to  a 
community  mental  health  catchment  area 


director  who  is  ultimately  responsible  for 
both  the  treatment  provided  within  his 
particular  state  hospital  geographic  unit 
and  for  all  other  Department  of  Mental 
Health  supported  services  in  his  catch- 
ment area.  Each  unit  director  then  re- 
ports to  his  respective  community  men- 
tal health  catchment  area  director  who  is 
based  outside  the  hospital  and  has  ulti- 
mate authority  over  all  admissions  and 
discharges  to  and  from  his  particular 
state  hospital  unit,  all  treatment  which 
takes  place  on  his  unit,  the  hiring,  firing, 
and  supervision  of  all  clinical  personnel 
on  his  unit.  In  addition,  the  area  director 
has  responsibility  for  all  Department  of 
Mental  Health  supported  services  in  his 
community  mental  health  system,  which 
he  carries  out  either  directly  or  through 
contractual  arrangements  with  local  serv- 
ice providers.  We  have  thus  broken  down 
the  state  hospital  into  units  each  of  which 
is  administratively  integrated  under  the 
authority  of  a  community  mental  health 
system. 

While  it  is  much  too  early  to  evaluate 
the  effects  of  this  new  organizational 
structure,  we  are  hopeful  that  it  will  re- 
duce the  tendency  to  discharge  patients 
inappropriately  from  the  institution  be- 
fore services  are  in  place  to  care  for 
them.  Since  one  person,  the  community 
mental  health  catchment  area  director,  is 
responsible  for  both  community  as  well 
as  state  hospital  services  for  his  area,  it 
should  be  possible  to  hold  him  account- 
able for  the  care  he  provides  to  people 
living  in  his  catchment  area  no  matter 
where  they  receive  treatment,  inside  or 
outside  the  institution. 

But  dumping  will  not  disappear  simply 
as  a  result  of  reorganization  alone.  It  will 
only  disappear  when  there  are  sufficient 
resources  to  care  for  the  people  who  are 
discharged.  I'd  like  to  turn  then  to  the 
ways  we've  tried  to  solve  the  most  diffi- 
cult problem  in  implementing  the  princi- 
ple that  people  have  a  right  to  treatment  in 
the  least  restrictive  setting  suitable  to  their 
needs:  the  financing  problem. 

When  I  first  came  to  Massachusetts  as 
Commissioner  three  years  ago,  it  was  ob- 
vious that  the  financing  problem  was  one 
of  both  quantity  and  distribution  of  re- 
sources. Not  only  was  there  an  inade- 
quate amount  of  money  available  to  the 
mental  health  system  as  a  whole,  but  the 
distribution  of  what  money  there  did  exist 
was  completely  inconsistent  with  the  prin- 
ciple that  the  treatment  of  most  patients 
would  occur  in  community  settings.  In- 
deed, 80%  of  the  mental  health  resour- 
ces in  most  states  have  historically  been 
allocated  to  institutions.  Massachusetts 
was  no  exception. 

Clearly  one  of  the  ways  that  is  available 
to  change  this  distribution  of  resources  is 
for  the  commissioner  to  reallocate  re- 
sources from  the  state  hospital  to  the 
community  mental  health  system.  In  fact, 
if  he  is  not  able  to  do  this,  the  latter  sys- 
tem will  remain  as  impoverished  as  its  pa- 


tients. In  a  world  where  Proposition  13 
and  all  of  its  variants  are  increasingly 
coming  to  dominate  public  policy,  the  in- 
ability of  the  departments  of  mental  health 
throughout  the  country  to  effect  large- 
scale  reallocation  has  had  disastrous 
consequences  for  the  treatment  of  so- 
ciety's sickest,  most  vulnerable  and  most 
disenfranchised  patients.  Indeed,  the  in- 
ability of  most  state  governments  to  real- 
locate resources  has  been  among  the 
most  important  reasons  that  many  states 
have  only  been  able  to  tinker  with  the 
mental  health  system  instead  of  trans- 
forming it. 

It  must  be  asked  why  it  has  been  so 
difficult  to  effect  large-scale  reallocation. 
Unless  the  answers  to  this  question  are 
understood  it  is  unlikely  that  the  financ- 
ing problems  of  states'  mental  health  sys- 
tems will  be  solved  or  that  their  patients 
will  be  properly  cared  for  in  the  commu- 
nity. 

In  this  connection,  it  is  worth  remem- 
bering that  early  in  the  community  men- 
tal health  movement,  it  had  been  thought 
that  massive  reallocation  of  resources 
would  inevitably  accompany  decreased 
state  hospital  utilization  and  thereby  re- 
duce state  hospital  budgets  or  at  least 
permit  them  to  be  level  funded.  In  cer- 
tain cases  this  was  almost  promised  by 
mental  health  advocates  in  return  for  leg- 
islative and  executive  support  of  the  de- 
institutionalization process.  There  devel- 
oped in  consequence  a  strange  alliance 
between  mental  health  advocates  and 
state  budget  directors,  both  advocating  a 
reduction  in  state  hospital  utilization 
though  clearly  for  different  reasons.  This 
alliance  gradually  broke  down  when  it 
became  clear  that  vast  amounts  of  money 
were  not  to  be  immediately  saved 
through  the  deinstitutionalization  pro- 
cess, at  least  the  way  it  occurred  in  most 
states. 

Ironically,  it  was  the  very  dearth  of  new 
resources  for  community  services  for  the 
institutionalized  population  which  acted 
as  the  greatest  obstacle  to  reallocating  in- 
stitutional resources.  Most  states  in  fact 
made  the  mistake  of  trickling  monies  into 
the  community  mental  health  system  at 
so  slow  a  rate  that  the  decline  in  census 
was  simply  not  sufficient  to  free  up  insti- 
tutional resources. 

In  fact,  far  from  being  able  to  reallo- 
cate resources  from  the  hospitals,  states 
were  faced  with  rising  hospital  costs  at 
the  very  time  that  their  census  was  declin- 
ing. Severe  inflationary  pressures  on  in- 
stitution budgets,  a  shift  in  the  composi- 
tion of  the  state  hospital  toward  a  more 
disabled  population,  the  wave  of  right  to 
treatment  suits,  the  increasingly  rigorous 
standards  imposed  by  accrediting  and 
certifying  authorities  and  a  change  in  the 
orientation  of  the  hospital  from  custody  to 
rehabilitation  —  all  these  factors  in- 
creased the  need  for  institutional  resour- 
ces despite  the  declining  census.  The  re- 
sult was  that  most  new  resources  which 
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might  have  been  directed  to  expand  the 
community  mental  health  system  were  di- 
rected toward  the  rising  costs  of  state 
hospitals  instead. 

The  commissioner  then  found  himself 
in  a  vicious  political,  clinical,  and  eco- 
nomic cycle.  Because  he  had  to  in- 
crease the  state  hospital  budget,  he  had 
no  resources  left  over  to  expand  the  com- 
munity mental  health  system.  Without  the 
expansion  of  the  community  mental 
health  system,  however,  patients  could 
not  be  responsibly  discharged  from  the 
institution.  As  a  result,  the  state  hospital 
census  remained  high  and  made  it  im- 
possible for  the  commissioner  to  allo- 
cate his  scarce  new  mental  health  re- 
sources anywhere  but  to  the  state  hospi- 
tals. And  so  the  cycle  continued.  Reallo- 
cation of  resources  from  the  state  hospi- 
tal was  clearly  impossible  under  these 
circumstances. 

Adding  to  the  irony  of  this  situation  has 
been  the  fact  that  even  when  new  re- 
sources were  appropriated  to  expand  the 
community  mental  health  system,  the 
state  hospital  census  was  often  not  great- 
ly reduced.  One  of  the  reasons  for  this 
was  that  frequently  these  limited  resour- 
ces were  not  focused  on  developing 
community  alternatives  for  the  institu- 
tionalized population,  but  spread  instead 
among  many  population  groups  in  an  at- 
tempt to  satisfy  everyone.  The  result  was 
that  the  severely  mentally  ill  patient  re- 
ceived very  little  of  the  resources  which 
became  available  to  the  mental  health 
system. 

Financial  considerations  have  not 
been  the  only  obstacles  to  reallocation. 
There  have  been  administrative  and  po- 
litical obstacles  as  well.  I  mentioned 
earlier  how  the  divided  administrative 
structure  of  most  mental  health  systems 
tended  to  promote  discontinuity  of  care 
between  the  institution  and  the  commu- 
nity mental  health  system.  It  has  created 
other  problems  as  well.  For  one,  the  very 
organizational  structure  of  the  mental 
health  system  has  necessarily  set  up 
conflict  between  the  state  hospital  and 
the  community  mental  health  program  as 
attempts  were  made  to  move  resources 
from  the  first  to  the  second.  The  mere 
existence  of  a  structure  in  which  the  su- 
perintendent of  the  institution  was  losing 
resources  to  the  community  mental 
health  system  was  bound  to  create  prob- 
lems between  the  two  in  any  resource 
transfer.  The  very  real  political  power  of 
the  superintendent  who  had  often  built  up 
an  important  constituency  among  em- 
ployees, families,  patients,  and  legisla- 
tors, has  often  been  sufficient  to  impede 
reallocation  of  state  hospital  resources 
even  when  the  resources  did  become 
available. 

Moreover,  the  budget  structure  of  the 
traditional  mental  health  system  parallel- 
ing as  it  did,  the  dichotymous  organiza- 
tional structure  has  made  it  impossible  to 
smoothly    transfer    resources    from    the 


hospital  into  the  community.  The  rigid 
compartmentalization  of  the  budget  into 
impenetrable  hospital  and  community 
mental  health  components  has  meant 
that  nothing  short  of  an  act  of  the  legisla- 
ture could  move  resources  from  one  to 
the  other.  In  order  to  even  propose  such 
a  reallocation  to  the  legislature,  the  com- 
missioner has  had  to  clearly  identify  ex- 
cess state  hospital  resources  and  in  so 
doing,  risk  losing  them  altogether  to  the 
insatiable  state  treasury.  Even  if  this  didn't 
occur,  the  very  possibility  of  its  occur- 
ring made  commissioners  very  reluctant 
to  take  the  chance  on  identifying  resour- 
ces for  reallocation.  If  the  budget  struc- 
ture of  the  mental  health  system  had  not 
been  so  compartmentalized,  and  if  re- 
sources could  therefore  flow  as  needed 
between  institutional  and  community 
services;  a  major  obstacle  to  reallocation 
would  have  been  overcome. 

Finally,  reallocation  brought  with  it  the 
spectre  of  a  major  disruption  in  the  insti- 
tutional employment  situation.  Employ- 
ees, fearing  the  loss  of  jobs  attendant  on 
institutional  phasedown,  have  repeated- 
ly turned  to  their  unions  for  protection 
and  political  action.  This  has  often  taken 
the  form  of  strident  attacks  against  the 
whole  deinstitutionalization  process 
which  they  have  identified  as  the  source 
of  their  economic  dislocation. 

I  would  like  to  describe  the  strategies 
we've  used  to  solve  the  reallocation  prob- 
lem in  Massachusetts.  While  many  prob- 
lems persist,  we've  begun  to  have  some 
very  modest  success  in  extricating  our- 
selves from  the  vicious  cycle  I  described 
earlier. 

The  first  task  that  had  to  be  confront- 
ed was  how  we  were  going  to  get  addi- 
tional monies  into  the  community  mental 
health  system  for  without  this,  realloca- 
tion of  state  hospital  resources  is  impos- 
sible if  it  is  to  be  done  responsibly.  Inter- 
estingly, the  clinical  assessment  and 
planning  process  I  described  earlier  was 
extremely  helpful  in  this  endeavor.  Not 
only  did  this  process  yield  a  complete  cli- 
nical profile  and  individual  community 
service  plan  for  the  vast  majority  of  our  in- 
stitutionalized patients,  but  for  the  first 
time  we  were  able  to  predict  the  cost  of 
implementing  these  plans.  We  were  then 
able  to  predict  the  cost  of  developing  a 
comprehensive  community  mental  health 
system  for  all  but  a  handful  of  institution- 
alized people.  The  executive  and  legis- 
lative branches  of  state  government  for 
the  first  time  could  see  in  concrete  fiscal 
and  programmatic  terms  what  it  would 
take  to  tear  down  what  everyone  agreed 
was  a  dehumanizing  institutional  system 
and  replace  it  with  a  good  community 
system.  Although  requiring  somewhat 
greater  resources  in  total  than  was  cur- 
rently being  spent  in  the  mental  health 
system,  the  possibility  of  being  able  to 
radically  transform  the  existing  mental 
health  system  was  exciting  to  both  the 
administration  and  many  legislators,  es- 


pecially when  they  could  see  just  how 
much  additional  money  would  be  ne- 
cessary to  simply  maintain  the  existing  in- 
stitutional system.  The  result  was  that  with 
the  assistance  of  professionals  and  citi- 
zens we  were  able  to  obtain  new  resour- 
ces which  were  used  to  expand  the  com- 
munity mental  health  system.  It  must  be 
stressed  that  without  these  additional  re- 
sources, we  never  could  have  devel- 
oped the  community  mental  health  sys- 
tem rapidly  enough  and  aggressively 
enough  to  set  the  stage  for  the  realloca- 
tion of  institutional  dollars.  This  process 
cannot  be  accomplished  in  most  places 
without  additional  resources  if  it  is  to  be 
done  responsibly.  Anyone  who  prom- 
ises that  it  can  be  done  without  addition- 
al resources  is  bound  to  repeat  the  seri- 
ous mistakes  of  the  past,  mistakes  which 
have  given  the  whole  deinstitutionaliza- 
tion process  such  a  terrible  reputation  in 
many  states. 

But  obtaining  new  resources,  while 
necessary,  is  not  sufficient.  These  re- 
sources must  be  sharply  focused  in  order 
to  make  an  impact  on  the  very  disabled 
patient.  We  found  that  we  had  to  use  al- 
most all  of  our  new  resources  for  those 
community  mental  health  services  which 
would  responsibly  reduce  the  state  hos- 
pital census:  crisis  intervention  services, 
a  spectrum  of  residential  alternatives,  day 
treatment  programs  and  case  manage- 
ment services.  Moreover,  instead  of 
spreading  all  of  the  resources  equitably 
across  the  state,  we  allocated  them  to 
those  areas  which  we  knew  could  devel- 
op community  alternatives  rapidly  and  re- 
sponsibly. Although  we  had  to  tolerate  a 
certain  amount  of  anger  from  those 
whose  needs  we  were  not  able  to  satisfy,  I 
believe  that  this  focused  approach  is  crit- 
ical to  achieving  any  kind  of  results. 
Within  3  years  with  a  relatively  small 
amount  of  new  resources  we  have  in- 
creased the  number  of  supervised  resi- 
dential placements  in  small,  well-staffed 
community  residences  by  almost  300%, 
and  the  number  of  day  treatment  pro- 
grams by  a  similar  percentage.  The  re- 
sult of  focusing  the  new  community  men- 
tal health  resources  on  residential  and 
day  treatment  services  to  the  most  dis- 
abled patients  is  that  the  state  hospital 
population  in  Massachusetts  has  de- 
clined from  5000  to  2900  over  the  last  3 
years,  a  decrease  of  40%.  The  drop  in 
some  hospitals  has  been  so  substantial 
and  so  rapid  that  it  has  been  possible  to 
close  many  buildings  and  thereby  re- 
lease significant  amounts  of  resources  for 
community  services. 

But  there  is  more  to  accomplishing  sig- 
nificant reallocation  than  simply  phasing 
down  institutions.  There  must  also  be  a 
way  of  moving  the  money  from  the  insti- 
tutional accounts  to  the  community  ac- 
counts. I  referred  earlier  to  the  obstacles 
which  the  budget  structure  presents  to 
this  process.  In  order  to  deal  with  these 
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obstacles,  we  have  begun  to  amalga- 
mate each  catchment  area's  community 
mental  health  budget  with  that  portion  of 
the  state  hospital  budget  which  funds  its 
geographic  inpatient  unit.  In  this  way,  the 
community  mental  health  catchment  area 
director  is  given  fiscal  authority  to  com- 
plement and  support  his  programmatic 
authority  for  ail  DMH  supported  commu- 
nity and  state  hospital  services  provided 
to  his  area. 

What  are  the  implications  of  this  new 
budget  structure  for  reallocation?  They 
are  truly  profound.  In  that  part  of  the  state 
where  we  have  implemented  it,  state  hos- 
pital resources  can  be  moved  to  the  com- 
munity mental  health  system  as  smoothly 
as  the  needs  of  the  patients  dictate. 


Through  the  foregoing  process  we 
have  begun  to  extricate  ourselves  from 
the  impossible  situation  in  which  we  have 
found  ourselves  —  a  situation  in  which 
high  state  hospital  census  made  reallo- 
cation impossible.  During  the  next  fiscal 
year,  we  anticipate  that  we  will  be  able  to 
reallocate  almost  9  million  dollars  from 
the  state  hospital  budget  to  the  commu- 
nity mental  health  system.  This  will  be  re- 
flected as  a  decrease  in  state  hospital  ex- 
penditures of  almost  20%  in  contrast  to 
the  average  increase  in  state  hospital  ex- 
penditures in  other  Atlantic  states  of  30% 
over  the  last  few  years.  This  means  that 
every  new  dollar  spent  in  the  community 
mental  health  system  will  liberate  one 
dollar  from  the  state  hospital  which  can 
then  be  reallocated  to  the  community 
mental  health  system  for  further  expan- 
sion. In  other  words,  the  community  men- 
tal health  system  will  expand  at  a  rate 
twice  as  fast  as  would  occur  with  the  ad- 
dition of  new  resources  alone.  This  in  turn 
will  permit  an  additional  decrease  in  state 
hospital  census  through  the  provision  of 
good  community  alternatives  and  liber- 
ate more  resources  for  reallocation  and 
so  on.  In  fiscal  year  1980  we  will  be 
spending  62%  of  our  total  mental  health 
resources  for  community  mental  health 
services.  Three  years  ago  we  were 
spending  approximately  30%  of  our  re- 
sources for  community  mental  health 
services.  This  in  fiscal  terms  is  a  reflec- 
tion of  the  beginnings  of  change  in  our 
mental  health  system. 

In  closing,  I  would  like  to  emphasize 
that  despite  the  considerable  progress 
we've  made  over  the  last  few  years  in 
Massachusetts  there  is  an  enormous 
amount  left  to  be  done.  We  still  must  ac- 
tually develop  those  psychiatric  units 
within  general  hospitals  which  I  referred 
to  earlier.  We  have  only  begun  to  make  a 
dent  in  the  need  for  a  full-fledged  com- 


munity support  system.  We  have  not  ade- 
quately started  to  touch  the  nursing  home 
population  with  either  our  services  or  our 
philosophy.  And  finally,  we  have  not 
been  able  to  keep  many  very  troubled  cli- 
ents connected  to  the  service  system  af- 
ter they  have  left  the  state  hospital  de- 
spite our  attempts  to  do  so.  Given  the 
many  unfinished  tasks  facing  us  both  in 
Massachusetts  and  elsewhere,  it  is  im- 
portant that  we  not  allow  the  atmosphere 
of  extreme  fiscal  austerity  prevailing  in 
the  country  to  stifle  our  outrage  at  the  way 
mentally  ill  people  have  been  treated  by 
this  society.  For  indeed,  they  have  al- 
ways been  treated  as  second  class  citi- 
zens. They  have  been  warehoused  in 
overcrowded,  understaffed,  barren  and 
isolated  institutions  during  some  periods 
of  our  national  history  and  summarily 
dumped  out  of  these  institutions  without 
adequate  services  during  other  periods 
of  our  history.  They  have  been  kept  im- 
poverished and  disenfranchised  in  the 
state  hospital  and  out  of  the  state  hospi- 
tal. 

In  my  opinion  there  is  no  way  of  re- 
sponsibly addressing  this  situation  un- 
less we  commit  ourselves  to  a  radical 
transformation  of  the  current  mental 
health  system.  This  cannot  be  done  with- 
out a  significant  infusion  of  resources  in- 
to the  community  mental  health  system 
so  that  people  can  receive  treatment  in 
the  least  restrictive  alternative  suitable  to 
their  needs.  A  large  portion  of  these  re- 
sources can  come  from  the  state  hospi- 
tal system,  but  this  can  only  be  responsi- 
bly done  if  there  has  been  rapid  and  ag- 
gressive community  mental  health  ex- 
pansion as  a  result  of  new  resources. 
Only  in  this  way  can  reallocation  take 
place  without  compromising  the  quality  of 
care  to  the  remaining  state  hospital  cli- 
ents even  further.  Only  in  this  way  can  the 
mental  health  system  be  transformed  as 
opposed  to  merely  tinkered  with. 
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The  President's  Commission  on  Men- 
tal Health  Report  makes  it  abundantly 
clear  that  too  many  citizens  receive  in- 
adequate services.  The  Report  identified 
many  people  as  having  gone  under- 
served.  Among  these  are  children,  ado- 
lescents, older  Americans,  racial  and  eth- 
nic minorities,  the  poor,  migrant  and 
seasonal  workers,  the  chronically  and 
mentally  disturbed,  women,  Vietnam  vet- 
erans, the  deaf,  and  physically  handi- 
capped. 

Faced  with  this  extensive  list,  we  must 
ask  ourselves  which  group  has  profited 
from  past  mental  health  services.  There  is 
sufficient  data  available  to  convince  us 
that  those  who  seem  to  profit  most  are 
very  similar  to  the  caretakers  in  terms  of 
race,  education,  and  socioeconomics.  In 
support  of  these  findings,  the  prelimi- 
nary reports  of  the  task  forces  on  special 
populations;  i.e.,  women,  blacks,  and  na- 
tive Americans,  tend  to  reveal  that  in- 
deed there  are  certain  commonalities 
among  these  groups  that  set  them  apart 
from  the  majority  of  caretakers  in  the  state 
of  North  Carolina. 

Still  another  sizable  population  not 
specifically  identified  as  unserved  or  un- 
derserved  are  persons  in  our  criminal 
justice  system.  Within  the  criminal  justice 
system  there  is  a  disproportionate  num- 
ber of  racial  minorities,  children,  adoles- 
cents, the  elderly,  and  especially  the  in- 
tellectually handicapped.  We  do  indeed 
find  rather  serious  emotional  problems 
among  the  incarcerated.  Some  feel  that 
since  we  have  almost  eliminated  our  in- 


voluntary commitment  process  and  have 
begun  to  depopulate  our  mental  institu- 
tions, one  result  has  been  an  increase  in 
the  number  of  inmates  who  present  us 
with  serious  emotional  problems  that  war- 
rant immediate  mental  health  interven- 
tion. Records  reveal  that  among  these  in- 
mate patients  are  people  who  were  pre- 
viously cared  for  in  our  regional  institu- 
tions. 

We  can  indeed  be  proud  that  there  are 
mental  health  programs  in  North  Caroli- 
na that  have  gained  national  recognition. 
For  thirty  years  beginning  in  1949,  the 
American  Psychiatric  Association  has 
presented  seven  or  eight  gold  achieve- 
ment awards  to  mental  health  programs 
judged  by  a  committee  to  be  outstand- 
ing in  some  respect.  In  1972  the  child  re- 
search project  in  Chapel  Hill  received  the 
award.  According  to  the  October,  1978, 
edition  of  The  American  Journal  of  Hos- 
pital and  Community  Psychiatry,  their 
program  has  continued  to  grow  and  has 
been  widely  used  by  agencies  across  the 
country  as  a  model  for  delivering  effec- 
tive care  to  autistic  children. 

In  1977  the  social  work/mental  health 
unit  of  the  Lincoln  Community  Health 
Center  in  Durham,  North  Carolina,  re- 
ceived the  gold  award.  The  Lincoln  pro- 
gram provides  services  to  a  predom- 
inantly black  population,  the  only  mental 
health  program  of  its  kind  in  the  nation  to 
receive  such  recognition.  The  center  re- 
ceived the  award  because  it  clearly  re- 
futed the  stereotype  that  black  people  in 
black  communities  are  unable  to  accept 
mental  health  intervention  in  a  meaning- 
ful fashion.  Ironically  the  Lincoln  pro- 
gram recognized  the  need  to  provide 
mental  health  services  in  coordination 
with  general  health  care  seven  years  in 
advance  of  the  commission's  Report.  The 
commission's  Report  proclaims  it  is  pre- 
ferable to  "coordinate  mental  health  ser- 
vices more  closely  with  each  other,  with 
general  health  and  other  human  ser- 
vices, and  with  those  personal  and  so- 
cial support  systems  that  strengthen  our 
neighborhoods  and  communities."  The 
Lincoln  program  was  designed  with  the 
realization  that  many  health),  social,  and 
economic  needs  of  black  people,  espe- 
cially the  poor,  were  unmet.  In  spite  of 
becoming  a  treatment  model  for  coordi- 
nated health  services,  the  Lincoln  pro- 
gram lives  in  constant  fear  of  being  dis- 
continued because  of  a  lack  of  financial 
support. 

Discussions  that  attempt  to  address 
racism  and  sexism  tend  to  create  a  great 
deal  of  psychological  unrest.  That  is  a 
fact.  Vying  for  recognition  and  power  by 
one  group  at  the  expense  of  the  other  is 
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counterproductive  for  all  and  is  indeed 
self  defeating.  What  is  more  racist  than 
the  task  force  on  women  expending  ener- 
gy deliberating  whether  black  women 
should  be  counted  only  once  in  meeting 
the  affirmative  action  requirement?  Black 
women,  faced  with  double  jeopardy  in 
America,  can  hardly  be  perceived  as  a 
threat  to  any  group. 

What  about  the  Indians?  Native  Ameri- 
can women  are  not  mentioned  in  my  pre- 
liminary report.  Perhaps  this  was  an  over- 
sight, or  am  I  to  conclude  that  Indian  wo- 
men are  not  to  be  counted  in  terms  of  af- 
firmative action  programs?  Former  At- 
torney General  Ramsey  Clark  reminds  us 
that  everyone  to  some  degree  is  a  racist. 
As  soon  as  we  recognize  that,  the  easier  it 
will  be  for  us  to  deal  with  it.  There  is  no 
denying  that  Indians  and  black  women 
are  indeed  in  double  jeopardy  because 
of  their  race  and  their  small  numbers.  In 
respect  to  native  Americans,  there  have 
been  absolutely  too  many  broken  prom- 
ises and  broken  treaties.  In  spite  of  this  I 
feel  that  the  task  force  on  women  did  a 
comprehensive  job  in  the  preliminary  re- 
port in  identifying  their  needs  as  mem- 
bers of  an  unserved  and  underserved 
population. 

Over  the  past  several  years  in  North 
Carolina,  we've  seen  a  rapid  increase  in 
the  number  of  mental  health  facilities.  We 
are  now  at  the  point  where  the  need  for 
new  facilities  is  leveling  off  and  there  is  a 
cry  for  more  and  better  treatment.  We 
cannot  address  this  challenge  if  we  allow 
ourselves  and  our  energies  to  be  con- 
sumed by  politics,  policies,  and  proced- 
ures. I  say  let's  leave  the  politics  to  the 
politicians  and  advise  them  to  the  best  of 
our  concerned  abilities. 

Our  energies  should  be  directed 
toward  caring  for  those  who  are  mentally 
or  emotionally  impaired  while  searching 
for  a  balance  between  the  individual  and 
the  external  environment.  I  am  suggest- 
ing, as  does  the  commission's  Report, 
that  healers  become  engaged  in  the  so- 
called  humanistic  task.  As  expected,  this 
aspect  of  the  commission's  Report  has 
received  the  greatest  criticism.  I  agree  the 
time  has  come  when  the  need  to  protect 
one's  "turf"  has  ended.  To  become  ef- 
fective healers  we  must  be  able  to  join  the 
network  of  people  engaged  in  the  entire 
healing  process. 

Jules  Masserman,  the  President  of  the 
American  Psychiatric  Association, 
speaking  at  the  World's  Congress  of  So- 
cial Psychiatry  in  Lisbon  a  year  ago  sug- 
gested that  therapy  of  the  future,  whether 
individual,  group,  or  institutional,  must 
combine  the  special  orientation  and  skills 
of  everyone  concerned.  f\/iasserman  not 
only  identified  the  input  of  physicians, 
psychologists,  social  workers,  nurses, 
pastoral  counselors,  but  also  of  econo- 
mists, ecologists,  urbanologists,  stress 
analysts,  institutional  administrators,  and 
other  allied  professionals.  Masserman 
further  suggests  that  we  become  dedi- 


cated to  the  understanding  and  service  of 
mankind  and  that  we  should  work  coop- 
eratively. 

Regarding  my  own  profession,  psy- 
chiatry, Alan  Stone,  President-elect  of  the 
American  Psychiatric  Association,  re- 
minds us  of  how  psychiatry  opposed  the 
right  to  treatment.  Stone  is  of  the  opinion 
that  psychiatrists  should  have  actually  ini- 
tiated and  shaped  the  standards  for  treat- 
ment and  insured  the  implementation  of 
those  rights.  The  resistance  to  flexibility 
and  change  has  almost  stripped  psy- 
chiatry of  the  ability  to  exercise  profes- 
sional judgment  on  important  matters  of 
mental  health. 

Undoubtedly  community  mental  health 
in  North  Carolina  began  as  a  dream  with 
mental  health  services  being  equally 
available  to  all  our  citizens.  Along  the  way 
to  the  realization  of  that  dream,  some- 
thing happened.  There  were  oversights. 
For  example,  we  failed  to  consider  the 
estimated  47,000  North  Carolinians  with 
impaired  hearing.  Thus  we  have  no  in- 
patient or  outpatient  facilities  specifically 
designed  to  accommodate  the  deaf;  and 
probably  there  are  no  mental  health  pro- 
fessionals sufficiently  trained  in  deaf 
communication  systems  to  offer  appro- 
priate diagnosis  or  treatment. 

As  time  passed  new  programs  were 
added  but  the  style  remained  un- 
changed, with  greater  emphasis  upon 
techniques  than  on  healers  with  human- 
istic concerns.  Mental  health  profession- 
als began  to  abdicate  their  treatment  re- 
sponsibilities by  refusing  to  treat  the  drug 
abuser  and  reluctantly  offering  minimum 
care  to  the  alcoholic.  Consequently,  new 
healers  are  appearing  across  our  state. 

The  situation  has  not  been  helped  by 
the  indiscriminate  attack  on  mental  health 
professionals  from  a  few  members  of  the 
legal  profession  who  have  good  inten- 
tions but  no  understanding  of  the  human 
problem  of  mental  illnesses.  There  is  very 
little  trust  between  attorneys  and  mental 
health  professionals  while  both  struggle 
for  the  common  good  of  the  patient. 

Thus  psychiatry  has  become  reluc- 
tant to  advocate  even  in  cases  of  obvi- 
ous need.  We  hear  of  citizens  in  our  state 
who  are  known  to  be  mentally  ill  commit- 
ting diabolical  crimes  and  even  of  emo- 
tionally inadequate  alcoholics  who  freeze 
to  death  because  our  laws  are  too  re- 
strictive and  are,  in  fact,  punitive. 

Obviously  these  laws  are  not  serving 
the  intended  purpose  which  was  to  safe- 
guard the  individual's  right  to  a  choice. 
Some  people  cannot  exercise  that  sa- 
cred choice  because  of  the  very  nature  of 
their  illness.  But  even  if  the  law  was  mod- 
ified, what  would  we  in  mental  health  do 
differently?  Each  of  us  must  answer  that 
for  ourselves. 

Concerning  deinstitutionalization,  it  is 
apparent  that  we  need  behavior  meas- 
urements to  determine  the  benefit  of  that 
process  before  we  demolish  our  state 
mental  institutions.  It  is  no  secret  that  with 


limited  community  resources,  we  con- 
tinue to  need  both  state  mental  institu- 
tions and  private  hospitals  to  provide 
acute  care  for  the  severely  mentally  dis- 
turbed. Our  practice  of  rejecting  patients 
because  they  are  a  nuisance,  aggres- 
sive, and  prone  to  leave  against  medical 
advice  must  be  reevaluated.  Not  only 
does  the  patient  suffer;  families  and  rela- 
tives must  try  to  furnish  the  treatment  that 
the  hospital  will  no  longer  offer.  The  ago- 
ny has  been  enormous  for  many  families 
across  our  state.  We  make  arrogant  as- 
sumptions about  how  the  patient  should 
fit  in  with  our  services  without  having 
tested  the  efficacy  of  those  services. 

It  follows  then  that  the  monolithic  and 
freestanding  isolated  mental  institutions, 
which  are  not  designed  for  human  ser- 
vices and  refuse  patients  in  compliance 
with  antiquated  policies,  should  be  ear- 
marked for  demolition.  In  the  past,  men- 
tal institutions  have  received  very  little 
professional  or  political  support  and  have 
been  faced  with  relentless  pressure  from 
within  and  without.  The  alternative  has 
been  to  keep  the  patient  population  to  a 
minimum,  creating  what  our  people  refer 
to  as  psychiatric  ghettos. 

The  psychiatric  hospitals,  private  and 
public,  must  remain  an  element  in  the  de- 
velopment of  comprehensive  care.  To 
successfully  meet  patient's  needs,  al- 
most all  hospitals  must  undergo  a  dra- 
matic evolution.  For  example,  there  must 
be  greater  sensitivity  to  culture  and  race. 
In  fact,  most  of  our  institutions  and  pro- 
grams are  without  minority  consultation 
or  even  technical  assistance  and  prob- 
ably all  receive  Medicare  and  Medicaid. 
Too  few  minority  professionals  get  ap- 
pointed to  the  professional  standards  re- 
view organizations  which  theoretically  will 
address  certain  cultural  and  racial  needs. 
This  requires  that  in  the  future  many  in- 
stitutions and  agencies  do  things  quite 
differently. 

Obviously  some  mental  health  staff 
members  will  reject  new  techniques  and 
will  become  threatened  by  different  and 
bold  approaches.  Regrettably  some  staff 
members  will  be  unable  to  continue  at 
last  momentarily  as  a  result  of  the  emo- 
tional syndrome  called  burnout.  The  dic- 
tionary defines  the  verb  burnout  as  "to 
fail,  to  will  out,  or  to  become  exhausted 
by  making  demands  of  energy,  strength, 
or  resources."  For  us  burnout  is  a  term 
applied  to  staff  members  who  lose  all 
feelings  and  concern  for  their  clients  or 
patients  and  treat  them  in  a  detached  and 
dehumanizing  fashion.  As  a  result  of  this 
dehumanizing  process,  clients  are  seen 
as  somewhat  deserving  of  their  problem 
and  often  blamed  for  their  own  victimiza- 
tion; consequently,  there  appears  a  de- 
terioration in  the  quality  of  care.  There  are 
no  quick  and  easy  solutions  to  the  prob- 
lem posed  by  staff  who  are  burned  out. 
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Fundamental  to  the  belief  that  good 
mental  health  care  should  not  be  re- 
served for  the  elite,  an  article  in  the  North 
Carolina  Medical  Journal  on  the  subject 
of  alcoholics  concludes  that  it  is  folly  to 
continue  arguing  that  this  country  can- 
not afford  to  provide  adequate  medical 
care  for  all  of  our  citizens.  The  affluent  al- 
coholic continues  to  receive  acute  man- 
agement in  a  medical  facility.  The  more 
successful  programs  for  alcoholics  which 
provide  acute  care  are  found  in  hospitals 
with  continued  medical  coverage.  To 
those  of  us  who  argue  that  some  treat- 
ment is  better  than  none,  our  attention  is 
called  to  the  fact  that  the  alcoholic  with- 
drawal syndrome  of  delirium  tremens, 
D.T.s,  has  a  fifteen  percent  mortality  rate. 
It  is  no  secret  that  the  chronic  alcoholic 
will  in  time  suffer  a  variety  of  potentially 
lethal  diseases  as  a  consequence  of 
drinking.  The  failure  to  recognize  these 
diseases  and  to  offer  prompt  medical  at- 
tention may  be  to  encourage  malprac- 
tice. We  must  conduct  responsible 
studies  of  both  medical  and  nonmedical 
detoxification  methods  and  then  decide 
the  benefits  of  each. 

Dr.  Comer,  a  black  psychiatrist  at  Yale, 
has  asked  repeatedly,  "Why  is  it  that  on  a 
national  level  blacks  are  more  often  seen 
in  mental  health  agencies  by  parapro- 
fessionals?"  There  is  general  agreement 
that  most  professionals  are  too  intimi- 
dated and  are  improperly  trained  to  as- 
sess or  to  treat  the  emotional  problems  of 
black  Americans.  My  personal  feeling  is 
that  the  conceptual  framework  of  the  ma- 


jority of  mental  health  professionals  is  in- 
appropriate and  even  dysfunctional  when 
treating  women,  American  Indians,  and 
blacks.  The  ideology  that  paraprofes- 
sionals  are  inherently  superior  to  profes- 
sionals in  the  delivery  of  mental  health 
services  to  minorities  especially  those  in 
poverty  areas  requires  reexamination. 
For  the  record,  paraprofessionals  in 
mental  health  do  provide  a  vital  service 
and  are  frequently  in  touch  with  many  of 
the  pressing  realistic  needs  of  minorities 
and  the  poor.  There  must  be  accurate 
definitions  of  roles  of  paraprofessionals 
and  professionals. 

Out  of  practice  and  I  suppose  some- 
times out  of  need,  a  general  assumption 
has  arisen  in  many  mental  health  facil- 
ities that  anyone  on  the  staff  should  be 
expected  to  be  able  to  do  anything  and 
everything.  Therefore,  in  planning  for  fu- 
ture mental  health  services  for  North 
Carolinians,  we  must  acknowledge  our 
past  mistakes.  We  must  build  a  system 
that  recognizes  diversity  and  expertise, 
acknowledging  that  many  of  us  will  not  fit 
into  the  prescribed  role.  We  need  a 
system  based  on  the  reality  that  is  before 
us  and  not  as  it  exists  in  California  or 
some  other  state. 

Psychiatry  must  not  concern  itself  with 
the  suggestion  that  all  medical  disci- 
plines could  conceivably  master  the  use 
of  psychotropics.  It  is  time  that  we  in  psy- 
chiatry fully  recognize  our  expertise  in 
medicine  and  the  human  behavioral 
sciences  and  contribute  this  knowledge 
to  its  maximum.  Some  of  us  are  indeed 
skilled  enough  to  consult  on  matters  of 


sexism,  racism,  and  social  issues  impor- 
tant to  the  community,  but  mental  health 
professionals  should  decline  accept- 
ance to  tasks  outside  their  area  of  exper- 
tise. 

In  conclusion,  there  is  a  need  for  mi- 
norities to  be  represented  at  all  organiza- 
tional and  operational  levels.  All  staff 
members  must  possess  a  minimum  of 
training  and  orientation  adequate  to  per- 
mit a  sensitivity  to  minorities  and  special 
populations.  If  deficiencies  exist,  an  in- 
tense special  effort  must  be  taken  imme- 
diately to  recruit,  train,  and  retrain  staff 
who  are  addressing  the  needs  of  those 
identified  as  unserved  and  underserved. 

I  wish  to  leave  with  you  the  idea  that  in 
spite  of  progress,  and  we  have  made  pro- 
gress, our  mental  health  system  needs 
new  commitment  if  we  are  to  effectively 
serve  our  special  populations.  Some  of 
you  may  wish  to  debate  the  subject  of  the 
inequality  of  care  within  our  system.  But  a 
report  of  the  biostatistics  section  of  the 
National  Institute  of  Mental  Health  con- 
cludes that  of  the  states  located  in  Re- 
gion IV,  North  Carolina  is  near  the  bot- 
tom in  terms  of  services  to  blacks.  It  does 
not  give  statistics  on  the  Indian  popula- 
tion with  the  explanation  that  the  sample 
was  too  small. 

Finally,  we  are  at  the  crossroads  in 
mental  health  in  North  Carolina.  We  can- 
not and  we  will  not  let  this  opportunity  es- 
cape us.  With  empathy  and  care  we  must 
accept  the  challenge.  The  message  is 
rather  simple.  We  must  learn  to  love. 
Love  is  basic  to  humanistic  services. 


Senator  Robert  Morgan 


Twenty  years  ago  about  $1.7  billion 
was  spent  on  mental  health  care  in  this 
country.  In  1976  nearly  $17  billion  was 
spent,  about  twelve  percent  of  all  health 
care  costs.  I  am  convinced  that  this  ten- 
fold increase  in  expenditures  has  been 
preventive  in  nature  and  has  been  more 
than  compensated  for  by  a  reduced  de- 
mand for  other  health  care  services  .... 


But  probably  our  most  important  ac- 
complishment is  that  we  are  succeeding 
in  bringing  mental  health  issues  out  of  the 
closet.  The  time  when  the  mentally  ill 
would  be  locked  away  in  an  institution,  to 
be  neither  talked  about  or  thought  about 
has  passed,  and  it  will  never  be  back. 
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Hilda  Robbins 


For  the  constituents  of  the  Mental 
Health  Association,  the  thirty,  forty,  fifty 
million  people  who  are  mentally  ill,  I  am 
particularly  pleased  that  you  are  having  a 
conference  with  this  many  people  dis- 
cussing mental  health. 

We  had  a  chance  this  morning  to  hear 
the  most  powerful  advocate  that  the  men- 
tally ill  have  ever  had.  Even  before  she 
was  First  Lady,  Rosalynn  was  a  member 
of  the  Mental  Health  Association  and 
worked  for  better  mental  health  pro- 
grams. She  is  a  total  advocate.  To  have 
someone  who  is  so  prestigious  and  so 
knowledgeable  and  so  caring  speak  for 
the  mentally  ill  does  more  to  knock  down 
stigma  than  dozens  of  books  and  doz- 
ens of  editorials,  movies  that  get  Oscars, 
or  television  shows  that  bring  tears. 

In  Rosalynn's  testimony  before  the 
Senate  Health  and  Scientific  Committee 
in  February,  the  part  that  made  me  cheer 
the  most  was  the  statement  that  said,  "I 
am  an  advocate  for  the  mentally  ill." 


An  advocate  is  someone  who  pleads 
the  cause  of  another.  It's  just  an  empty 
phrase  until  that  other  is  identified.  Ro- 
salynn identified  the  "other"  as  the  men- 
tally ill  six  or  eight  years  ago  and  has 
been  pleading  the  cause  ever  since. 

I  think  that  your  Governor  identified  his 
advocacy  role  this  morning  very  strong- 
ly. His  commitment  to  you,  your  commit- 
ment to  him  to  carry  out  the  kinds  of  plan- 
ning and  guidance  that  will  be  deve- 
loped here  the  next  few  days  is  a  very 
strong  indication  of  what  is  ahead  for 
North  Carolina. 

There  are  three  kinds  of  advocacy  for 
mentally  ill:  external  advocacy,  internal 
advocacy,  and  citizen  advocacy  for  so- 
cial change.  Advocacy  simply  must  be  an 
essential  part  of  any  well-rounded,  well- 
functioning  service  system  in  the  mental 
health  field.  Developing  the  system  and 
fitting  the  right  advocacy  to  the  specific 
situation  is  the  real  challenge  which  we 
have  now. 


Dr.  Thomas  Bryant 


There  were  only  six  members  of  the 
President's  Commission  on  Mental 
Health  who  were  mental  health  profes- 
sionals. The  remaining  majority  of  mem- 
bers were,  like  many  of  you,  interested, 
concerned,  intelligent  citizens.  We  did 
that  quite  deliberately.  Our  thought  was 
that  we  would  have  to  go  to  the  public 
and  convince  the  public  that  if  certain 
things  could  be  done  they  should  be  sup- 
portive of  them. 

It  became  quite  clear  to  me  that  this 
Mental  Health  Commission's  Report,  as 
Mrs.  Carter  said  yesterday,  is  not  going  to 
sit  on  a  dusty  shelf.  The  reason  I  think 
that,  is  that  it  has  somehow  caught  on. 
There  are  people  who  are  excited  about 
it,  people  who  in  many  instances  dis- 
agree with  parts  of  it  but  who  see  it  as 
representing  a  thrust  forward  in  a  move- 
ment that  flows  from  what  is  best  about 
the  American  people  trying  to  figure  out 
humane,  dignified  ways  of  helping  peo- 
ple with  mental  and  emotional  problems. 


We  can  draw  on  great  strengths  within 
ourselves  and  within  our  society  as  we 
come  forward  with  really  quite  sound,  hu- 
mane, dignified  ways  of  addressing  these 
problems.  We  need  to  face  squarely  the 
fact  that  we  haven't  done  nearly  enough. 

It  is  time  to  face  up  to  the  fact  that  we 
are  going  to  have  to  make  a  large  invest- 
ment, a  large  investment  of  public  and 
private  dollars,  and  public  and  private  re- 
sources in  order  to  anywhere  near  begin 
to  address  the  magnitude  of  mental  and 
emotional  problems  in  our  society.  There 
are  many  things  that  we  can  do  that  will 
not  necessarily  cost  huge  sums  of  mon- 
ey. Unfortunately  those  things  that  we 
point  out  in  this  report  and  those  things 
that  many  of  you  know,  involve  a  thing 
that  is  at  times  more  difficult  to  achieve 
than  a  pile  of  money. 

Doing  those  things  that  will  not  cost 
money  involves  developing  a  hard  fought 
for  agreement/consensus.  But  as  I  said, 
at  times  that  can  be  more  difficult  than 
getting  money. 
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Dr.  Herbert  Pardes 


I  recognize,  as  do  many  people,  North 
Carolina's  long  tradition  of  excellence  in 
developing  health  and  mental  health  pro- 
grams for  its  citizens.  I  believe  that  the 
state's  concern  and  accomplishments  in 
the  development  of  outstanding  institu- 
tions and  programs  emanates  from  the 
concern  of  individuals  about  their  fellow 
citizens.  It  is  encouraging  to  see  and  to 
participate  in  the  process. 

.  .  .  This  period  of  activity  in  our  field 
occurs  during  a  time  of  considerable  po- 
litical activity  throughout  the  country  that 
is  focusing  on  the  questions  of  what  and 
how  much  government  should  do.  Many 
individuals  have  serious  concerns  about 
government  being  overgrown,  about 
taxes  being  high,  about  the  economy  be- 
ing in  trouble.  I  think  it  is  important  that  we 
are  attentive  to  the  state  of  the  economy 
and  these  concerns  about  government's 
role  and  productivity.  On  the  other  hand,  I 
believe  it  is  equally  important  that  all  of  us 
who  care  about  our  fellow  citizens,  parti- 
cularly about  those  who  need  help,  and 
care  about  developing  programs  and 
services  that  attend  to  that  need  for  help, 
speak  out.  We  must  indicate  that  we  are 


not  a  people  exclusively  concerned  with 
economics,  but  that  we  are  also  a  people 
concerned  about  people. 

It  is  important  that  Congress  hears 
another  message,  one  that  comple- 
ments public  concern  for  accountable 
use  of  public  funds  with  an  expression  of 
concern  that  specific  programs  spon- 
sored by  the  government  continue  to  be 
developed,  refined,  and  maintained  in  a 
fashion  that  is  economical  but  also  sen- 
sitive to  human  needs. 

I  believe  in  the  process  of  working  for 
people  in  need.  We  do  them  good;  we 
also  do  a  lot  for  ourselves  and  secure  a 
very  special  type  of  gratification.  At  this 
unique  time,  we  in  mental  health  are  for- 
tunate to  have  the  support  of  people  at 
the  highest  echelons  of  government.  As 
we  continue  to  work  together,  I  believe 
that  these  new  thrusts  will  deliver  on  the 
promise  of  dramatically  improving  pro- 
grams for  people  of  all  backgrounds,  of 
all  socioeconomic  levels,  of  all  ages,  and 
of  all  cultures.  I  am  delighted  to  play  a 
part  in  the  process  and  invite  all  of  you  to 
continue  to  play  your  essential  parts. 


Dr.  Lemuel  Clark 


I  am  delighted  to  be  here  today,  not 
only  as  an  invitee  of  the  Governor,  but  as 
a  person  who  shares  your  concerns 
about  health  services  to  all  our  citizens 
especially  those  groups  in  the  popula- 
tion who  have  characteristically  been  un- 
derserved,  unserved,  or  inappropriately 
served  such  as  urban  and  rural  racial  and 
ethnic  minorities.  The  need  for  citizens  to 
be  active  and  vitally  interested  in  mental 
health  programs  for  minorities  is  critical. 

Largely  following  the  directives  set 
forth  in  the  President's  Commission  on 
Mental  Health,  we  have  begun  to  reas- 
sess our  programs  in  research,  health 
manpower,  neighborhood  health,  rural 
health,  and  many,  many  other  areas  of 
health  care.  With  regards  to  community 
mental  health,  we  at  the  Alcohol,  Drug 
Abuse  and  Mental  Health  Administration 
and  at  the  National  Institute  of  Mental 
Health  are  now  in  a  period  of  moving 
from  policy  review  to  actual  implementa- 
tion through  changes  in  budget  priorities 
and  changes  in  program  emphasis.  The 
general  policy  direction  of  the  Presi- 
dent's Commission  is  now  being  trans- 


lated into  specific  new  program  goals, 
new  budget  goals,  and  new  legislation. 
What  are  the  implications  for  minor- 
ities? I  plan  to  answer  this,  at  least  par- 
tially through  a  review  of  the  main  thrust 
of  the  proposed  Mental  Health  Systems 
Act. 

Recommendations  for  mental  health 
research  have  received  a  significant  bud- 
getary boost  in  FY  1979-1980.  The  insti- 
tute plans  to  direct  much  of  this  increase 
into  such  areas  as  prevention,  health 
services  research,  systems  and  financial 
research,  research  into  major  mental 
health  disorders,  research  into  problems 
experienced  by  special  populations  such 
as  the  elderly,  children,  and  minorities. 
The  research  question  is  very  important 
for  minorities. 

The  special  population  groups  most 
commonly  associated  with  alcohol,  drug 
abuse,  and  mental  health  shortages  are 
minorities,  children,  the  elderly,  and  the 
deinstitutionalized  chronically  mentally  ill 
with  minorities  and  women  being  com- 
monly   associated    with    mental    health 
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manpower  shortages  as  well  .  .  .  minor- 
ities are  disproportionately  underrepre- 
sented  in  the  mental  health  professions 
especially  among  psychiatrists  and  psy- 
chologists and  significantly  underrepre- 
sented  in  community  mental  health  pro- 
grams. 

Mental  health  manpower  policies  will 
be  redirected.  The  institute  will  insist  that 
basic  training  programs  in  mental  health 
be  related  to  the  priorities  identified  by 
the  President's  Commission  such  as  pri- 
mary care,  underserved  public  facilities 
minorities,  elderly,  rural  populations,  and 
children. 

NiMH  is  concerned  that  the  general 
health  field  which  attends  to  so  many  of 
the  people  with  psychological  and  psy- 


chiatric problems  be  the  recipient  of  ade- 
quate mental  health  and  psychiatric  edu- 
cation so  as  to  insure  better  diagnosis, 
adequate  treatment,  and  appropriate  re- 
ferrals. 

The  new  Mental  Health  Systems  Act 
emphasizes  the  necessity  of  compre- 
hensive planning  for  an  effective  mental 
health  program  whether  it  be  the  nation- 
al, state,  or  local  level. 

Also,  from  the  vantage  point  of  minor- 
ities and  other  special  populations  and 
those  of  you  who  advocate  for  minor- 
ities, it  is  at  this  very  critical  initial  plan- 
ning level  that  your  citizen  participatory 
input  becomes  vitally  important. 

In  the  President's  Commission's  anal- 
ysis, it  is  clear  that  all  aspects  of  the  men- 


tal health  effort  are  interwoven  and  im- 
pact together  on  the  delivery  of  mental 
health  services  to  all  of  the  community. 
Service  demands,  whether  they  call  for 
increased  response  to  the  chronic  men- 
tally ill  or  to  unserved  and  the  under- 
served  populations,  are  linked  to  re- 
search needs  and  training  needs.  Each  of 
these  sectors  of  the  community  must  be 
aware  of  the  work  and  the  other  kinds  of 
planning  needs  in  order  to  maintain  and 
achieve  this  goal.  Thus  your  contribution 
as  an  advocate  and  a  unifying  force  in  the 
planning,  development,  and  realization  of 
mental  health  programs  is  vital  to  do  a  lot 
of  good  in  developing  the  best  possible 
mental  health  program  for  all  the  people 
in  North  Carolina. 
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Peter  C.  Reichle,  Ph.D.,  Resource 
Person 

Jane  Benbow,  Resource  Person 

Hugh  Tilson,  M.D.,  Resource  Person 

The  Late  Carolyn  Farthing,  Ph.D. 

Dixie  Koldjeski,  Ph.D. 

Robert  L.  Sigmon 

Robert  Wylie  Gibson,  M.D. 

Jeanne  Fenner 

Elizabeth  Power 

Thomas  A.  Danek,  Ph.D. 

J.C.  Sossoman 

Fred  Pilkington 

Ruby  Milgrom 

Alvin  Tyndall 

Marjorie  A.  Baney 

James  C.  Green 

Barbara  Wasik,  Ph.D. 

Charlene  Gill 


Older  Adults 

Ernest  B.  Messer,  Co-chairman 
George  Maddox,  Ph.D.,  Co- 
chairman 
Mary  Reca  Adams,  Resource  Person 
Julie  G.  Searing,  Resource  Person 
Connie  Tindel,  Ph.D. 
Tom  Snipes,  Ed.D. 
J.H.  McCombs 
H.L.  Mitchell 

Robert  W.  Whitener,  M.D. 
Helen  Haft  Goldstein 
John  L.  Sullivan,  M.D. 
Fletcher  Pearson 


K.  Isabelle  Buckley 
Reggie  H.  Durham 
Arnold  Kimsey  King, 
Tom  Lane 
Margaret  B.  Pollard 
Cecil  C.  Brooks 
H.  Ron  Goldbert,  M. 


Jr.,  D.D. 


D. 


Children,  Adolescents, 
Family 

Marvin  B.  Sussman,  Ph.D., 

Chairman 
Albert  King,  Resource  Person 

Young  Children 

Carl  Staley,  Jr.,  Co-chairman 

John  D.  Bridgers,  M.D.,  Co- 
chairman 

Minta  M.  Saunders,  Ph.D.,  Resource 
Person 

Lenore  Behar,  Ph.D.,  Resource 
Person 

Theodore  R.  Drain,  Ed.D.,  Resource 
Person 

Robert  Hinkle,  Resource  Person 

Richard  S.  Yell 

John  T.  Haggerty,  M.D. 

Terry  Brown 

Clyde  Auman 

James  D.  Thullen,  M.D. 

G.  Herbert  Stout 

Allen  Brown 

R.D.  Beard 

R.M.  Herring,  M.D. 

Dorothy  Hardy 

Adolescents 

Thomas  M.  Haizlip,  M.D.,  Co- 
chairman 
Joan  S.  Lipsitz,  Ph.D.,  Co-chairman 
Alex  Almasy,  Resource  Person 
Josephine  T.  Melchior,  M.D. 
Jeannie  Jo  Bell 
Eula  Miller 
Bill  D.  Brittain 

Elliot  Silverstein,  Ph.D.,  J.D. 
Michael  F.  Durfee,  M.D. 
George  E.  Hamilton,  Jr.,  M.D. 
Dan  Hudgins 
George  F.  Bason 
Mrs.  James  Speed 
Margaret  Keesee 
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Family 

Carol  B.  Stack,  Ph.D.,  Co-chairman 

Carlos  Young,  Co-chairman 

Arden  Miller,  M.D.,  Resource  Person 

Malene  G.  Irons,  M.D. 

Jean  LeFrancois 

Ron  Keeney,  M.D. 

Diane  V.  Henderson 

Mary  Jane  Means 

Helen  Cleveland 

Steve  Dingfelder,  Ph.D. 

Anne  Bryan 

Annette  S.  Boutwell 

Gus  N.  Economos 

Melvin  L.  Good,  Ed.D. 

Lee  Williams 


Personnel 

William  G.  Hollister,  M.D.,  Chairman 
Horace  T.  Ferguson,  Resource 

Person 
George  Misoyianis,  Resource 

Person 
Janet  M.  Proctor 
Charles  L.  Harper,  Ph.D. 
Billy  Royal,  M.D. 
Leslie  C.  Brinson,  Jr.,  Ph.D. 
Robert  Strickland 
Almon  F.  Carr 
John  C.  Brooks 
Violette  K.  Phillips 
Rosan  H utter 
Clyde  H.  Benner 
Kenneth  Lessler,  Ph.D. 
Barbara  H.  Johnson 
John  R.  Ball,  Ph.D. 


Special  Populations 

Women 

Jeanne  Sing,  M.D.,  Chairman 
Elaine  Hilberman,  M.D.,  Resource 

Person 
Sandra  C.  Thomas,  Ph.D.,  Resource 

Person 
Jane  S.  Patterson,  Resource  Person 
Betty  Wiser 
Miriam  Dorsey 
Debra  W.  Stewart,  Ph.D. 
Helen  Rhyne  Marvin 
Pat  Riecker,  Ph.D. 
Bettye  Carroll 
Richard  Whitted 
Judy  T.  Konanc,  Ph.D. 
James  0.  Hoover,  M.D. 
Camilla  H.  Bain 
Nancy  K.  Neale,  Ph.D. 
Anneliese  Marcus-Kennedy,  Ph.D. 
Almita  S.R.  Woods 
Marjorie  White 
William  E.  Howell 
Natalie  Cohen 
Eleanor  Nunn 


Racial  Minorities  —  Blacks 

Hernando  F.  Palmer,  Co-chairman 

Barbara  Kamara,  Co-chairman 

Walte  Allen,  Ph.D.,  Resource  Person 

Henry  E.  McKoy,  Resource  Person 

Jerry  Drayton,  D.D. 

Robert  P.  Allen 

Frances  Driver,  M.D. 

Emanuel  Douglas 

Marion  D.  Thorpe,  Ph.D. 

E.J.  Rankin 

Val  Batts 

Lura  S.  Tally 

James  H.  Carter,  M.D. 

Racial    Minorities    —    Native 
Americans 

Ruth  Dial  Woods,  Co-chairman 

Clara  Neville,  Co-chairman 

Cherry  Beasley,  Resource  Person 

Carol  Stephens,  Resource  Person 

James  Lowry 

James  L.  Mathis,  M.D. 

Lora  E.  Brooker 

Dewitt  Foard 

Geraldine  Calloway 

Betty  Roberts 

Joel  S.  Milner 

Physically  Handicapped 

James  Whittington,  Co-chairman 
Peggy  Matheny,  Co-chairman 
Allen  H.  Perry,  Resource  Person 
Donald  D.  Weir,  M.D.,  Resource 

Person 
Margaret  V.  Burns,  M.D. 
Myrtle  Garris 
Meta  Bigham 
Tim  Pritchard 
Dr.  Nancy  M.  Johnson 
Peter  Keese 
Bertha  Merrill  Holt 
Nat  Fulwood,  Ph.D. 
Ron  Mace 
Craig  Leonard  Johnson 


Rural  Concerns  &  Migrants 

Rural  Concerns 

Elam  S.  Kurtz,  M.D.,  Co-chairman 
Thomas  W.  Ellis,  Jr.,  Co-chairman 
Lynn  Gunn,  Resource  Person 
Bruce  Blackmon,  M.D.,  Resource 

Person 
Dr.  Leo  Hawkins 
Richard  Flowers 
Betty  Compton 
Ruth  B.  Green 
Betty  L,  Greer 
Dan  Church 

Sterling  H.  Whitener,  M.D. 
E.M.  Tomlin,  M.D. 
Melvin  R.  Daniels,  Jr. 
Sarah  Yount 


Migrants 

Juanita  Morrison,  Chairman 
Amin  A.  Khalil,  Resource  Person 
Waylon  L.  Bissette,  Resource  Person 
R.J.  Blackley,  M.D. 
Steve  Edelstein 
Sister  Evelyn  Mattern 
William  H.  Shipes 
William  Geimer 

Legal  and  Ethical  Concerns 

Marian  Grant,  Co-chairman 
Wade  Gallant,  Co-chairman 
H.  Rutherford  Turnbull,  III,  Resource 

Person 
Wade  M.  Smith,  Resource  Person 
Lars  F.  Nance 
William  M.  Storey 
Robert  Hassell 
Clarence  W.  Walker 
Ann  Smith 

Constantine  Klederas,  Ph.D. 
James  W.  Osberg,  M.D. 
Robert  D.  Miller,  M.D. 
Charles  Newmark,  M.D. 
OIlie  Harris 
Cecil  Merritt 


Research 


.D.,  Co- 


Arthur  J.  Prange,  Jr. 

chairman 
Harvey  L.Smith,  Ph.D.,  Co-chairman 
Berton  H.  Kaplan,  Ph.D.,  Resource 

Person 
David  Goode,  M.D. 
Ronald  W.  Oppenheim,  Ph.D. 
Louis  Stein,  M.D. 
G.  Lewis  Ravaris,  M.D. 
Richard  Urbanik,  Ph.D. 
Peter  Witt,  M.D. 
Dudley  Flood 
J.  Iverson  Riddle,  M.D. 
Nannette  Smith  Henderson,  Ph.D. 
Martha  L.  Coulter 
James  Creech 

Education  off  the  Public 

Roy  Parker,  Co-chairman 

Hugh  D.  Moon,  Co-chairman 

Elizabeth  Martin,  Resource  Person 

Gretchen  Dawson,  Resource  Person 

Ellen  Maynard 

John  C.  Key,  Ph.D. 

Margaret  Webb 

Carl  Stewart 

Robert  Harper,  M.D. 

Dr.  John  Edwards 

Bette  Elliott 

Cheryl  Potts 

Roy  Hardy 

Pat  Bryant 

Bill  Noblitt 

Dan  Finch 

Ann  Suggs 

H.C.  Cranford 

Ann  Whitley 
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Mental  Retardation/Develop- 
mental Disabilities 

Donald  J.  Stedman,  Ph.D.,  Co- 
chairman 

Terrell  K.  Duncan,  Co-chairman 

Libbyann  P.  Dishler,  Resource 
Person 

Roy  V.  Bruninghaus,  Resource 
Person 

Andrew  C.  Whisenhunt,  Resource 
Person 

Henry  VanSant  Cobb,  Ph.D., 
Resource  Person 

F.L.  Armstrong 

Jack  E.  McGee 

The  Late  Sam  0.  Cornwell,  M.D. 

Rebecca  B.  Renn 

Alton  Barnes 

Harold  W.  Stephan 

Virginia  Natale 

George  S.  Baroff,  Ph.D. 

Betty  Camp 

Bob  Reilly 

Judy  Gantt 

Carey  Fendley 

Caroline  Livermore 

Erika  Shriner 

J.T.  Knott,  Jr. 

Ralph  H.  Scott 

Alcohol  Abuse 

Franklin  W.  Ingram,  Co-chairman 

Charles  T.  Medlin,  M.D.,  Co- 
chairman 

Dan  Welch,  Resource  Person 

John  A.  Ewing,  M.D.,  Resource 
Person 

Earl  W.  Griffith,  Resource  Person 

Michael  Crowell,  Resource  Person 

Brandon  Bernot 

Jackie  P.  Jolly 

John  Higgins 

Don  Watson 

James  Carraway 

Stacy  S.  Foster 

Charles  E.  Smith,  M.D. 

Walter  W.  Stelle,  Ph.D. 

Albert  R.  MacMillan,  Jr. 

Joseph  B.  Raynor 

Don  Hayes 

James  F.  Emmert 

Drug  Abuse 

John  E.  Kelsey,  M.D.,  Co-chairman 
Bruce  J.  Goslin,  Co-chairman 
Joseph  E.  Tallent,  Resource  Person 
Richard  E.  Gable,  Resource  Person 
Julian  C.  Baker,  Resource  Person 
James  Albert  Greene 
Russell  Eugene  Tranbarger 
Tom  Edwards 
Lynn  Tew 
Judson  Revelle 
Merle  Bauer 


Tom  Miriello 
Stephanie  Rodelander 
Jean  G.  Spaulding,  M.D. 
Elwyn  Beam 
C.S.  Lewis 

Employment 

John  Bemont,  Co-chairman 

Diane  Heffner,  Co-chairman 

Ken  Pittman,  Resource  Person 

Hugh  Ebert,  Resource  Person 

William  B.  Waters,  Ed.D. 

Lois  Batton 

Lawrence  H.  Sutker,  M.D. 

Janice  L.  Bryant 

Tommy  H.  Allen 

Sandy  Carpenter 

Donald  R.  Boone 

Rachel  Brown 

Anna  G.  Butler 

Herbert  Harris 

Forensic 

Philip  G.  Nelson,  M.D.,  Co-chairman 
Jack  McCall,  Ph.D., 

Co-chairman 
Richard  A.  Kiel,  Resource  Person 
Kenneth  Taylor,  Ph.D.,  Resource 

Person 
Gus  Moeller,  Resource  Person 
William  L.  Hales,  Resource  Person 
Joan  Scagnelli,  Ph.D. 
James  R.  VanCamp 
Christine  P.  Davis 
Robert  E,  Abott,  III 
J.  Robert  Weber 
Walter  Sellers 
Leo  Tompkins 
Seymour  Halleck,  M.D. 
Robert  W.  Wynne 
Charles  Larkin 
James  C.  Woodard 
Billie  Clark 
Fred  Morrison,  Jr. 
Bert  M.  Montague 
Jeff  Campbell 


Conference  Staff 

Mrs.  Margaret  Riddle,  Department  of  Administration 

Mrs.  Ruth  Relos,  Division  of  Mental  Health/Mental  Retardation  Services 

Mrs.  Betty  Cranor,  Division  of  Vocational  Rehabilitation  Services 

Mr.  Frank  McFarland,  Division  of  Vocational  Rehabilitation  Services 

Ms.  Lynne  Gottlieb,  Division  of  Mental  Health/Mental  Retardation  Services 

Ms.  Tricia  Robinson,  Department  of  Administration 

Dr.  J.  Wilbert  Edgerton,  Department  of  Psychiatry,  School  of  Medicine, 

University  of  North  Carolina,  Chapel  Hill 
Mr.  Bill  Pittman,  Department  of  Administration 
Ms.  Tina  Lachowitch,  Department  of  Human  Resources 
Mr.  Michael  Gates,  North  Carolina  Medical  Society 
Ms.  Nancy  McKeithan 
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Conference  Cosponsors 


N.  C.  Department  of  Human 

Resources 

Division  of  Mental  Health/Mental 

Retardation  Services 
Division  of  Vocational 
Reliabilitation  Services 

-   Assistant  Secretary  for  Aging 
Assistant  Secretary  for  Alcofiol 

and  Drug  Abuse 
Assistant  Secretary  for  Children 
Division  of  Aging 
Division  of  Facility  Services 
Division  of  Health  Services 
Division  of  Services  for  the  Blind 
Division  of  Social  Services 

Department  of  Psychiatry,  School  of 
Medicine,  University  of  North 
Carolina;  Chapel  Hill 

N.  C.  Department  of  Administration 

N.  C.  Medical  Society 

Mental  Health  Association  in  North 
Carolina 

Mental  Retardation  Association  of 
North  Carolina,  Inc. 

Administrative  Office  of  the  Courts 

Alcoholism  Professionals  of  North 
Carolina,  Inc. 

Appalachian  State  University,  Dept. 
of  Health,  Physical  Education,  & 
Recreation 

Association  of  Mental  Health 
Administrators 

Auxiliary  to  the  N.C.  Medical  Society 

Board  of  Natural  Resources/ 
Community  Development 

Capital  Health  Systems  Agency,  Inc. 

Cardinal  Health  Agency,  Inc. 

Center  for  Action-Based  Leadership 
Experiences 

Commission  for  the  Blind 

Commission  for  Health  Services 

Commission  for  Mental  Health  and 
Mental  Retardation  Services 

Council  on  Developmental 
Disabilities 

Department  of  Community  Colleges 

Duke  Center  for  the  Study  of  Aging 
and  Human  Development 


Department  of  Psychiatry,  Division  of 
Community  &  Social  Psychiatry, 
Duke  University 

Eastern  Carolina  Health  Systems 
Agency,  Inc. 

Employment  Security  Commission 

Governor's  Advisory  Council  on 
Aging 

Governor's  Advocacy  Council  on 
Children  and  Youth 

Governor's  Council  on  Employment 
of  the  Handicapped 

Governor's  Office  of  Citizen  Affairs 

Hospice  of  North  Carolina,  Inc. 

House  Committee  on  Aging 

Institute  of  Government 

Lutheran  Family  Services 

Mental  Health  Advisory  Council 

Mental  Health  Study  Commission 

The  Multiversity  of  North  Carolina 

National  Association  of  Social 
Workers  —  North  Carolina  Chapter 

National  Foundation  —  March  of 
Dimes 

N.C,  Advocacy  Council  for  the 
Mentally  III  and  Developmentally 
Disabled 

N.C.  Alliance  for  Primary  Prevention, 
Inc. 

N.C.  Area  Health  Education  Centers 
Program 

N.C.  Association  for  Emotionally 
Troubled  Children 

N.C.  Association  of  Area  Mental 
Health  Directors 

N.C.  Association  of  County 
Commissioners 

N.C.  Association  of  Drug  Abuse 
Prevention 

N.C.  Association  of  Retarded 
Citizens,  Inc. 

N.C.  Association  of  Volunteer 
Administrators,  Inc. 

N.C.  Bar  Association 

N.C.  Commission  of  Indian  Affairs 

N.C.  Conference  for  Social  Service 


N.C.  Congress  of  Parents  & 
Teachers,  Inc. 

N.C.  Council  of  Child  Psychiatry,  Inc. 

N.C.  Council  of  Women's 
Organizations,  Inc. 

N.C.  Council  on  the  Status  of  Women 

N.C.  Day  Care  Association,  Inc. 

N.C.  Department  of  Correction 

N.C.  Department  of  Crime  Control 
and  Public  Safety 

N.C.  Department  of  Cultural 
Resources 

N.C.  Department  of  Insurance 

N.C.  Department  of  Justice 

N.C.  Department  of  Labor 

N.C.  Department  of  Natural 
Resources  and  Community 
Development 

N.C.  Department  of  Public 
Instruction 

N.C.  Drug  Commission 

N.C.  Funeral  Directors  Association, 
Inc. 

N.C.  Human  Relations  Council 

N.C.  League  of  Municipalities 

N.C.  Magistrates  Association 

N.C.  Medical  Society,  Mental  Health 
Committee 

N.C. Mental  Health  Centers 
Association 

Blue  Ridge  Community  Mental 

Health  Center 
Cleveland  County  Area  Mental 

Health  Programs 
Foothills  Mental  Health-Mental 

Retardation  Programs 
Gaston-Lincoln  Area  Mental 

Health  Programs 
Mecklenburg  County  Mental 

Health  &  Allied  Services 
New  River  Mental  Health  Center 
Piedmont  Area  Mental  Health 

Center 
Smoky  Mountain  Area  Mental 

Health  Center 
TREND  Community  Mental  Health 

Services 
Tri-County  Mental  Health 

Complex 

N.C.  Neuropsychiatric  Association 
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N.C.  Nurses  Association 

N.C.  Pediatric  Society 

N.C.  Psychological  Association 

N.C.  Public  Health  Association,  Inc. 

N.C.  Rape  Crisis  Association,  Inc. 

N.C.  Society  tor  Autistic  Children, 
Inc. 

N.C.  Vocational  Rehabilitation 
Association 


Parents  and  Professionals  for 
Handicapped  Children,  Inc. 

Piedmont  Health  Systems  Agency, 
Inc. 

Southern  Piedmont  Health  Systems 
Agency,  Inc. 

State  Health  Coordinating  Council 

State  Youth  Advisory  Council 


The  University  of  North  Carolina 

Wake  Area  Health  Education  Center 

Western  North  Carolina  Health 
Systems  Agency,  Inc. 

Youth  Involvement  Office 

Youth  Services  Advisory  Committee 

Metrolina  Deaf  Lions  Club 
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